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Preface

This research report has been prepared by the Philippine Coalition Against
Tuberculosis (PhilCAT) to provide baseline information about trends in TB management
among private physicians in the Philippines. Data were collected from surveys conducted
in five private health settings.

The objectives of the report are:

- To describe the background characteristics of private
physicians in managing adult TB patients;

- To provide information on the private physicians’ medical
practice including the variability in their TB treatment
practices; and

- To determine the private physicians’ awareness and utlhzatlon
of the NTP and the DOTS Strategy



L.

Introduction

Background and Rationale

Almost 50 years have passed when an effective treatment for
tuberculosis (TB) was first introduced. However, latest data from the
World Health Organization (WHO) reveal that more and more people get
infected and die with TB. Nearly a third of the world’s population is
infected with the TB bacilli and at risk of developing active disease.

- About 8.4 million people develop active TB every year and 2
million of these die.

TB accounts for 2.5% of the global burden of disease, for 26% of
preventable deaths and is a leading infectious cause of death among young
women.

An estimated 1.87 million people died of TB last 1997 and the
figure continues to rise, in part with the spread of HIV infection in many
African countries and other parts of the world.

In the Philippines, the incidence of TB remains to be one of the
highest in the world, with an estimated incidence of 330 per 100,000
population. This makes the Philippines one of the 22 high-burden
countries for TB, being the 7™ globally and 2™ only to China in the
Western Pacific Region.

To address the TB problem, WHO developed a case managemeﬁt

~ strategy, the Directly Observed Treatment Short-course Strategy, or what

is now popularly known as the DOTS strategy. It is the principal case
management intervention for TB control and has proved to be the most
cost-effective strategy in countries like Peru, China, Viet Nam, Nicaragua
and Guinea, where cure rates rose in areas covered by DOTS.

The Philippines adopted DOTS in 1996 and since then DOTS
coverage has increased from less than 15% to an estimated 60% by end of
2000. The country has achieved a success rate of 87%, much higher than
the standard set by WHO, and case detection rate (CDR) of 56% because
of DOTS.

This year and onwards, the government intends to further expand
DOTS to the remainder of the country to achieve 100% coverage and



ensure that global targets will be achieved by 2005. It has also taken steps
to strengthen the National Tuberculosis Program (NTP) by increasing the
national budget for TB drugs and control activities. However, in spite of
its commitment, the government failed to achieve the global target of a
70% CDR. Where is the missing link then?

The link lies in the integration of private physicians into the NTP.
This is where the NTP has failed. Now, there is the pressing need to
develop a Public — Private Mix (PPM) model for DOTS delivery to sustain
what the DOTS program has achieved and ensure that global targets will
be achieved by 2005.

Local and Foreign Studies

The 1997 National Prevalence Survey

There’s very little data in the Philippines to show the TB caseload
being managed in the private sector. Nevertheless, data from the 1997
National Prevalence Survey revealed that half of TB patients did nothing
about their condition and 70% did not seek professional medical care. Of
those who sought professional medical care, 30% to 60% consulted
private physicians. Moreover, very few of these practitioners utilized the
DOTS strategy as a tool for treating TB.

Even with the creation of the Philippine Coalition Against
Tuberculosis (PhilCAT) in 1994, a coalition of private organizations and
individuals committed to controlling TB in the country, a large segment of .
the private sector remains unorganized for TB control.

Diagnostic criteria vary among private physicians with chest
radiography being favored over sputum examinations. Treatment regimens
prescribed also differ widely and are often inadequate or inappropriate for
cure. Private physicians have no ability to provide direct observation of
treatment and rarely keep adequate records.

A Survey in Malabon, Metro Manila

A survey of 45 private physicians in Malabon, Metro Manila in
1999 and 2000 revealed that majority of them (95.6%) routinely used
chest x-ray test for diagnosing TB. None of them prescribed the standard
regimen for re-treatment cases. During follow-up examinations, chest x-
ray test was also favored by the majority (95.6%).



The problem of poor compliance among TB patients was an
acknowledged fact but almost a third (62.2%) never acted on the problem.
Of those who took steps to keep track of their patients, all of them utilized
unreliable ways of ensuring that patients came back and complied with the
treatment. The more common ways of doing this included making
telephone calls or telling relatives or neighbors to remind patients to go
back to the clinics.

Perceived problems in TB control included:

e private physicians did not have enough time to
supervise their patients (31.1%);

e insufficient drug supply in the health centers (66.7%);

e poor quality of anti-TB drugs from the health centers
(17.8%). ' :

Obstacles to public — private health sector collaboration have been
identified:

e lack of anti-TB drugs in the health centers;

e lack of trust in the efficacy of anti-TB drugs from the
health centers;

e poor case holding mechanisms of private physicians;
e poor record keeping of private physicians; -
e loss of income and respect were feared by private
physicians if referral to health center was frequent.
A Survey in the Amritsar District of Punjab State, India

In the case of Amritsar, 25 private physicians were interviewed in
2001 and the following results were drawn:

e respondents got a large number of fresh cases of
pulmonary TB, with 36% of them diagnosed as many as
five to 10 fresh cases per month;
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In summary, the study indicated that private physicians were
getting a significant number of fresh pulmonary TB cases but these were
not being reported to the NTP. The opportunity for them to acquire

awareness of the NTP was low among them and only
12% asked for an AFB sputum smear exam of patients
with cough lasting for three weeks or more;

the public health system seemed to have consciously
chosen to keep private physicians out of the purview of
the NTP, since all respondents have never been
contacted by an NTP manager regarding the program;

there were evident problems in entrusting management
of TB patients to private physicians since majority of
them (80%) did not maintain any record of patients
under treatment and all did not have any system to trace
a defaulting patient.

information about the NTP hardly existed.

A Survey in Punjab State, India

There were 33 randomly selected health professionals in Punjab
State, India who were interviewed in 2001. The interview aimed to gauge
their level of awareness about DOTS and to gain insight about the process

they follow while treating TB patients.

The following findings were obtained from the survey:

a third (33%) of the respondents have not heard of the
DOTS strategy as a treatment modality for TB;

less than 10% knew the meaning of DOTS;

less than half (42%) considered AFB sputum smear
exam as the appropriate tool in TB diagnosis;

less than a fourth (23%) considered AFB sputum smear
exam as the best tool to monitor the progress of a TB
patient under treatment.



II. Methodology

A.

Settings

The surveys were conducted in five private health settings. These
settings were chosen because of their strategic uses in the whole gamut of
involving the private sector in TB control, as based on the DOTS

framework.

These private health settings were:

Design

The surveys were descriptive and cross-sectional. A consolidation
of all the data gathered from the surveys would provide baseline
information about trends in TB management among private physicians in

Setting 1: a private, tertiary hospital in an urban area
(Manila Doctors Hospital)

Setting 2: a first class province south of Metro Manila
(Cavite) '

Setting 3: a private DOTS clinic in an urban area
(UNILAB DOTS Center)

Setting 4: selected industrial estates in a first class
province south of Metro Manila (Cavite Industrial
Estates) '

Setting S5: Health Maintenance Organization or an
HMO setting (Philamcare Clinics)

the Philippines. The objectives were to:

L.

Describe the background characteristics of private
physicians managing adult TB patients.



2. Provide information about private physicians’ medical
practices including variability in their TB treatment
practices.

3. Determine the private physicians’ awareness and
utilization of the NTP and DOTS Strategy. '

C. " Population and Sampling

A total of 188 private physicians were interviewed using an
interview schedule. The respondents were selected from various registries
of medical societies or organizations through simple random sampling, as
the case may be. The registries were screened and cross-checked with lists
provided by different pharmaceutical companies, to include those private
physicians treating adult TB patients only.

For Setting 1, the sampling frame used was the list of medical
consultants in Manila Doctors Hospital; for Setting 2, the sampling frame
used was the list of members of the Cavite Medical Society; for Setting 3,
the sampling frame used was the list of private physicians licensed to
practice in Pasig and Mandaluyong cities; for Setting 4, a sub-analysis of
the sample in Setting 2 was made, limited only to private physicians
engaged in Occupational Health practice; and for Setting 5, the sampling
frame used was the list of medical consultants of Philamcare.

The distribution of respondents per setting is as follows:

Settings No. of Respondents
Setting 1 — Manila Doctors Hospital 38
Setting 2 — Cavite : 63
Setting 3 — UNILAB DOTS Center 64
Setting 4 (Sub-analysis of Setting 2) (31)
Setting 5 — Philamcare 23
TOTAL 188
D. Method and Instrumentation

A standard interview schedule was developed (in English) to gather basic
information as based on the objectives of the study. However, every model was
allowed to modify it based on the needs and to pretest the same to determine
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which questions were to be included, eliminated or restructured before these were
to be asked of the respondents during the final interviews. '

The interview schedule was constructed based mainly on the objectives of

the study. It had three blocks.

The first block contained questions about the respondents’ background

characteristics while the second block consisted of questions regarding their
private medical practices. The third block included questions concerning their
knowledge and utilization of the NTP and DOTS Strategy.

Background characteristics of private physicians engaged

in Tuberculosis care

A.

Gender and Age Group

Majority (60.1%) of the respondents was male. Male to female
ratio is placed at 1.5:1. Age range is from 26 to 82 years old, with mean
age placed at 41.72 years. More than two-thirds (71.3%) belong to the
more economically productive age groups (35 years old and below, 36 to
40 years old and 41 to 45 years old).

Educational and Training Background

Majority (76.7%) of the respondents graduated from private
medical schools while less than a tenth (9.6%) finished medicine from a

state university. Others did not identify what school they graduated from.

Majority (75%) completed a residency training program while very
few (4%) had some sort of residency training but never completed it. A
little more than a fifth (21%) never had any residency training at all.

In terms of specialization, a little more than a third (34%) were
medical internists of which less than a fourth (23%) were pulmonologists.
Other respondents specialized in Family Medicine, General Medicine,
Pediatrics, Radiology, Surgery, Obstetrics and Gynecology, Family and
Community Medicine, Anesthesiology and Otorhinolaryngology.
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Type of Practice (Allowed for multiple responses)

0

A substantial number of private physicians were engaged in two or
three types of medical practice.

More than half (59.6%) of the respondents engaged in private,
hospital-based practice and almost half (46.3%) have private, freestanding
clinics outside of a hospital. Almost a third (30.3%) was affiliated with
HMOs and less than a fifth (14.9%) provided work for companies.

IV. thsici'ans’ Private Practice

A. Practices in Diagnosing TB Suspects

Majority (95%) of the respondents used chest x-ray test as an
initial diagnostic tool for TB. Reasons cited for its use included the
following: : :

e most accessible to the physician

e easiest procedure in diagnosing TB

e used to complement clinical findings

e an annual PE requirement

e see other accompanying pulmonary diseases

e TB patient visiting a physician usually has a chest x-ray
test done prior to the visit

o most affordable to the TB patient

e health center staff not competent in doing AFB sputum
smear exams

e astandard procedure for private physicians
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More than half (59%) also used AFB sputum smear exam in the
initial diagnosis of TB. Reasons cited for its use included the following:

TB bacilli are seen in the smears

e private physician follows the DOTS guidelines

o the gold standard in TB diagnosis

o cheapest exam in diagnosing TB

e determines the communicability of the TB patient
e TB patient cannot afford a chest x-ray test

e private physician has been trained to ask for an AFB
sputum smear exam first

e AFB sputum smear exams are provided for free in
health centers

However, In terms of frequency of use of AFB sputum smear
exam, only 20% always (100% of all TB suspects) used it in diagnosing
their TB patients. Half (50%) used it in varying frequencies, from seldom
(less than 50% of all TB suspects) to sometimes (50% of all TB suspects)

~ to often (more than 50% of all TB suspects). Still, very few (2%) never

used AFB sputum smear exam in TB diagnosis. No more than 36% used
PPD test as the initial diagnostic tool.

Practices in Treating TB Cases

In general, majority (84%) of the respondents never followed the
standard treatment regimens for all types of TB cases. Very few (16%)
followed standard treatment recommended by WHO.

For private physicians who encountered TB cases that required
treatment regimen 1 (2HRZE/4HR), less than a fifth (16%) followed
standard treatment. For those who provided treatment intervention to new
smear (+) cases of TB, no more than 17 out of the 82 followed standard
treatment. For those who gave treatment intervention to seriously ill TB
patients, only 10 out of 72 followed standard treatment. For those who
provided treatment intervention to TB patients who were smear (-) but
with extensive parenchymal involvement on x-ray, only 9 out of 76
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followed standard treatment. For extra pulrrionary TB cases, only 10 out of
60 private physicians who gave treatment intervention followed standard
treatment. ‘

For private physicians who encountered TB cases that required
treatment regimen 2 (2HRZES/ IHRZE/SHRE), only a tenth (10%)
followed standard treatment, For those who gave treatment intervention to
failure cases, no one followed standard treatment. For those who provided
treatment intervention to relapse cases, no more than 9 out of 55 followed
standard treatment. For other cases of TB, only 7 out of 42 private
physicians who gave treatment intervention followed standard treatment.

For private physicians who encountered patients who were smear
(-) but with minimal PTB on x-ray, which required treatment regimen 3
(2HRZ/4HR), 24 out of 80 followed standard treatment.

Treatment Variants

It was found that the treatment provided by private physicians to
TB patients were either inappropriate, inadequate or both. This brought
into the fore the variations in treatment modalities that private physicians
provided for every TB case.

The following treatment variants were discovered:

No. of Treatment
TB Case Variants (Aside from
the standard)

Category 1

New smear (+) case of TB 21 variants
Seriously Ill TB case 25 variants
Smear (-) but with extensive parenchymal involvement on x-ray 27 variants
EPTB 27 variants
Category 2

Failure case . . 37 variants
Relapse case ‘ 27 varjants
Smear (+) after five months of treatment 22 variants
Category 3

Smear (~) but with minimal PTB on x-ray 21 variants
MDR TB case ' 17 variants
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Recording and Monitoring Practices

Majority (95%) of the respondents maintained clinical records of
their TB patients and the same percentage also monitored their TB
patients’ response to treatment. In terms of monitoring TB patients’
response to treatment, close to two-thirds (61.7%) preferred chest x-ray
test as the tool for monitoring treatment response. A little more than a
third (38.3%) chose to monitor treatment response through symptom
monitoring. This entailed a physical examination of the TB patient. Less
than a third (28.7%), however, utilized the AFB sputum smear exam for
monitoring treatment response.

With regard to monitoring TB patients’ compliance to drug intake,
majority (96%) declared that they do. However, the respondents depended
on an unreliable method of monitoring compliance. Majority (66.5%) of
them asked TB patients whether or not they have taken their medications.
Very few (2%) utilized the services or help of barangay health workers
(BHWs). ‘

V. Awareness and utilization of the NTP and DOTS strategy

Awareness and Utilization of Laboratories that Offer Microscopy
Tests

Less than two-thirds (61%) of the respondents were aware that
there did exist laboratories near their clinics that offered AFB sputum
smear exams to TB patients. The most commonly mentioned laboratory
was the health center or rural health unit. Majority (73%) of them also
referred their TB patients to these facilities to avail of laboratory services.

The most common reason for referring TB patients to these
laboratories was economic. They mentioned that most of the patients they
referred to these facilities could not afford to pay for AFB sputum smear
exams in a private laboratory. '
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Awareness and Utilization of Health Facilities that Offer Free TB
Drugs

Majority (94%) of the respondents was aware that there did exist
health facilities near their clinics that offered free TB drugs to patients.
The most commonly cited health facility was the health center or RHU.
Majority (85%) of them also referred their TB patients to these facilities to
avail of free drugs.

The main reason for referring TB patients to these facilities was

economic. They verbalized that many of their patients could not afford to
buy branded TB drugs for the entire duration of treatment.

Awareness and Utilization of the DOTS Strategy

Majority (73%) of the respondents was aware of the DOTS
Strategy. However, less than a third (29%) utilized it in their private
practice. : '

Various reasons were identified why private physicians did not
utilize the DOTS Strategy and the more common of these were:

e private physician is not fully aware of the DOTS
Strategy

e TB patients are not available/ do not have time to go to
the clinic everyday

e private physician has no time to supervise the treatment
or do DOT

e difficult to implement DOTS in private clinics

e private physician has no available staff to do DOT and
monitor TB patients

e private physician has no access to free TB drugs to be
given to patients



V1. Conclusions

The following conclusions were drawn based on the results of the surveys:

A.

Private physicians underwent adequate training prior to their
formal, independent practice. However, most of them have not
undergone formal training on TB and the DOTS Strategy.

Private physicians are somehow engaged in at least two types
of practice. Majority of them have engaged in private, hospital-
based practice and have private, freestanding clinics outside the
hospitals.

A chest x-ray test is more favored than an AFB sputum smear
exam in the initial diagnosis of TB. Although a significant
number of private physicians have used AFB sputum smear
exam, the procedure is not constantly used in the diagnosis
unlike the chest x-ray test.

. Private physicians do not follow the standard treatment

regimens recommended by WHO.

The treatment regimens prescribed by private physicians are so |

varied with some physicians prescribing wrong combination of
drugs. This is even made worse by the incorrect duration of
treatment they order their TB patients to follow.

Private physicians continue to favor a chest x-ray test even in
monitoring TB patients’ treatment responses. The AFB sputum
smear exam is not a very popular choice in this case.

Private physicians depend on unreliable ways of monitoring
TB patients’ compliance to drug intake. Majority of them
simply rely on asking patients whether or not they have taken
their medications.

15
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H. Private physicians are aware of existing health facilities that
offer free drugs and laboratory services to TB patients.
Majority of them claim to refer their TB patients to these
facilities. However, most of those they refer are those who
cannot afford to buy branded TB drugs.

I. Private physicians are aware of the DOTS Strategy but not
many utilize it in managing their TB patients. '

J. There is the need to inform and train private physicians about
the NTP and DOTS Strategy.

VII. Recommendations

The following recommendations were formulated based on the findings of

and conclusions drawn from the study.

A.

Implement a massive information dissemination drive regarding TB, the
NTP and DOTS Strategy through the tri-media targeting specific groups
like TB patients and their families, private physicians, other health care
professionals and the public in general.

Develop, reproduce and distribute information, education and
communication (IEC) materials regarding TB for specific target groups
like TB patients, their families and treatment partners, private physicians,
other health care professionals and the public in general.

Develop and conduct DOTS training programs and seminars suited for
private physicians in order to entice them in collaborating with the public
health sector in controiling TB.

~Advocate for the utilization of AFB sputum smear exam as the gold

standard in TB diagnosis among private physicians.

Involve medical societies and other private and professional organizations
in the NTP through a productive collaboration with the public health
sector. :
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INTRODUCTION

Pulmonaty Tuberculosis is pethaps the greatest health challenge to out time. Despite a
proven low cost strategy, people continue to die. Fighting this disease will be a true test of out
ability to come together as a global community. TB spreads through the air like 2 common cold.
Most healthy bodies fight off the ptimary 'TB infection before any damage is done. However,
substandard living conditions, such as malnutrition, crowding, poor ait citculation and poor
sanitation make the poor less healthy and provide a petfect breeding ground for tubercle bacilli.
90 % of TB deaths occur in developing countties (7). TB infects someone every second and has
in fact infected one thitrd of the world’s population. Between now and 2020, TB will newly infect
neatly one billion mote people of which 200 million will get sick and 70 million will die (2).

TB is the 5" leading cause of death in the Philippines. About 100,000 new cases occur .
evety year. Philippines ranks number seven of the 22 high burden countries globally and ranks
number two reginally (3). From the datas gatheted by 1997 Philippine National Prevalence
Sutvey, the estimated ovetall prevalence of tuberculous infection was 62.5 %, 66.7% males and

58.6% females. 11.2 per thousand ot roughly 700,000 people have positive smear and culture @.

Despite availability of good and effective drugs for treatment of tuberculosis, PTB
temains uncontrolled in the Philippines. The teasons ate: inadequate case finding ( both private
and public sectot ), poor case holding ( due especially to physicians and patients non adhetence

) and deficient health prevention programs (5).

Evidence suggests that all sections of the population in poor countries seek care from
private practitionets (). A latge proportion of tuberculosis patients in high prevalence countries
such as India, Pakistan, Philippines, Vietnam and Uganda first approach a private pracﬁtioner 7).
To ignore private practtitioners would be an omission on the part of National Tubetculosis
programmes, particulatly in places where a substantial proportion of tubetculosis patients visit
ptivate practionets whose management practices are suspect. Private practitionets offer major

oppottunities to improve tubetculosis conttol (5). Since many patients first approach these



practitionets, thete is an opportunity to teduce diagnostic delay, to reduce subsequent

transmission and to improve treatment outcomes.

Thetefore, the sutvey was conducted so that the knowledge, attitudes, practices of
ptivate physicians to PITB would be determined. With this, a possible brecommendation and
conclusions could be given in order to strenghten TB conttol both from the public sectot and

ptivate sectot.

OBJECTIVES
GENERAL

To desctibe the knowledge, attitudes and practices towards tuberculosis among private

practitioners at Manila Doctors Hospital.
SPECIFIC

1)  To desctibe the socio demogtaphic profile of the physician respondents.
2)  To determine the average patient load and TB cases of each physician.
3) To determine the knowledge, attitudes and practices of private physicians at Manila
Doctors Hospital as to
a.  diagnosis of pulmonary TB
- initial diagnostic tool
- use of sputum AFB smear
- use of guidelines
b.  treatment
- drugs
- use of guidelines
c. - monitoring of patients
- maintenance of clinic records
- follow —up

d.  monitoring patient’s compliance



e. outcome

4 To determine the awateness of ptivate physicians regarding free health fascilities for PTB

~ 5)  'To detetmine the awareness of ptivate physicians to DOTS ( Ditectly Observed Ttreatment

Shott Course ).

SCOPE AND LIMITATION

The possibility of non response to the questionnaires in a sutvey should be considered
thus the questionnaite was made as simple as possible. Most of the questions are qualitative,

enabling the respondents to check the answers.

MATERIALS AND METHODS

The study was done at Manila Doctors Hospital where ptivate practitioners ( active and
couttesy staff ) were chosen. It is a cross sectional survey. The survey was conducted for a

petiod of two weeks.

From among the list of private practionets at MDH, respondents were chosen. Sampling
was done by sttatified random selection. The sample size was 41, according to specialty, it was

grouped as Internal Medicine, general practitionets, sutgety, pediatrics, OB GYN etc.

A structuted questionnaite was used in data collection. The respondents were asked
about demogtaphic chatactetistics; practices in diagnosis, treatment, monitoring, outcome ;

knowledge about TB fascilities and knowledge about. DOTS. Majority of physicians were

~ intetviewed. Frequencies wete determined for the responses to all questions.



RESULTS

Sixty questionnaires were distributed, of these , forty one were returned fully

accomplished.
Demographic Characteristics

The mean age of tespondents was 41-42 yeats old , the youngest being 30 yeafs old and
the oldest being 73 years old. (Tabls 1)

There wete more males ( 70.73 % ) than females (29.26 %). 90.12 % of respondents
finished residency, 4.88 % did not. Majority of the respondents were internists (60.98%), the rest
are OB GYN (4.8%), family 'mediciﬂe (9.7%), general practitioners (4.8%), pediatrics (7.32%),
surgery (9.75%) and anesthesia (2.44%). Most of the intetnists have subspecialties predominantly
cardiology (36%) and pulmonology (20%). (Tabl 1)

Majotity of respondents atre into private hospital based practice (82.93%). Aside from

'private hospital based practice, some ate also into ptivate free standing clinic (17.07%), HMO

Based (17.07%) and government hospital based (14.63%). (Fig 7) 75.61 % of the physicians don’t

teach in medical school, while 24.39% are actively teaching in one or more medical school. (Fig2)

Patient Load
The average number of patients seen by physicians is 50 patients per week. Among these
patients, 7-8 are diagnosed to have PTB or with concomittant PTB.

Practices in Diagnosis

All respondents utilize chest x ray as initial diagnostic tool when PTB is suspected. The
following are also requested: sputum AFB smear (80.49%), PPD (41.46%), sputum culture
(31.71%), ESR (2.44%). (Fig 8)
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With tegatds to the use of sputum AFB smear as a routine diagnostic work up, only
14.63% of the tespondents tequest it to 100% of their patients. 85.36 % answered less than
100%: 9.7% nevet request it, 34.14 % tequest it to only less than 50% and 41.46 % request it to
more than 50 % of their patients. (Fig 3) For those who did not answer 100%, theit reasons wete
as follows: 1. Chest x ray is enough basis (42.86%) 2. Don’t rely on it for diagnosis (8.57%) 3.
No known reliable labotatoty (2.86%) 4. Expensive (2.86%) 5. Incovenient for patients (5.71%)
6. No sputum (20%) 7. Low yield (5.71%) 8. They refer to MDs (2.86%) 9. No reason (81.57%)
(Fig4) 51.22% of these physicians base their diagnosis on a guideline. Majotity of them use
Philippine TB consensus (38.09%) and Philcat (19.05%) (Fig 5 and 6)

Practices on Treatment

The thtee most commonly used drugs are Isoniazid (92.6%), Rifampicin (92.6%) and

" Pyrazinatmide (90.24%). These are followed by Ethambutol (87.80%) and Sterptomycin (4.88%)

(Fiz 7). Majotity of the respondents practice the 6 month regimen (85.36%), 60.98% of these
physicians prescribe Pyrazinamide for 2 months. 7.32% don’t manage and treat PTB patients.
53.66% follow a guideline in treating TB patients, 41.46% don’t follow a guideline, 4.88% don’t
manage ot treat TB patients(Fjg 9). Most of those who follow the guidelines make use of Phil TB
consensus (27.7%), Philcat (18.18%). 18.18% cannot recall the guideline. (Fiz 70)

Practices in Monitoring

82.92% maintain clinic tecords of their patients with PTB, 7.32% don’t mamtam clinic
recotds, 9.76% don’t manage ot treat PTB patients. (Fjg 77)

Most of the physicians do theit first follow up after 1 month (41.46%), other after two
months (26.83%), rately after 1 week (17.07%), and after 2 weeks (4.88%). (Fig12)

Respondents usually schedule patients follow up monthly (48.78%), every 2 months

(29.27%) and every 4 months (7.32%). 9.76% don’t manage and treat PTB. (Fig73)

Duting follow up visits, physicians monitor their patients by history and PE (82.93%).
Chest x tay (63.42%), sputum exam (29.27%) and culture (4.88%). 9.76% don’t manage and
treat PTB. (Fig 14)



If patients don’t respond to initial treatment, majority of the physicians tefet to another
MD (43.90%), some would change tegimen (41.46%), others will repeat sputum (4.88%), 9.76%

don’t manage or treat PTB. (Fig 15)
Practices on Monitoring Patients compliance

75.61% monitot patients compliance, 14.63% do not. 9.76% don’t manage and treat
PTB. Out of the 75 % who monitot, 86.87% tely on patients monitoring, 9.68% rely on Blister

packs, 6.45% rely on monitoring patient. (Fig 76 and 17)
Outcome Parameters

‘When asked about what is the petcentage of patients who complete 6 months of
treatment, 26.83% say its between 71-80%; 24.39% say they cannot determine; 19.51% say its
between 81-99% ; 12.20% say its between 51-60 %o; 7.32% say its 100%. (Tabk 2)

Regarding percenfage of patients with follow up at the end of 6 months, 21.96% of the
respondents say that 51-60% of these patients follow up; 17.07% say that 71-80% of patients
follow up; 21.95% say that fhey cannot determine. (Tablk 3)

75.61% do not request sputum smear at the end of 6 months. This is because they rely
on chest x ray (45.16%), clinical response (38.71%), some patients do not produce sputum
(16.13%). (Fig 18 and 19)

Awareness of free bealtb' fascilities th PTB

58.54% of the tespondents ate aware of existing free health fascilities for PTB. 91.67%
of this answered govetnment health centers. However, majority of them do not refer their
patients these clinics ( 51.22%). (Fig. 20-22)

75.61% of the respondents ate not aware of microscopy centers that offer free sputum

smeat examinations to PTB suspects. (Fig 23)



Awareness of DOTS

51.22% of the physicians never heard of DOTS ( Ditrectly Observed Treatment Short
Coutse ). 90.24% of the tespondents do not utilize DOTS. (Fig.24 and 25)

DISCUSSION

Tubetculosis temains a majot health problem in our country. Philippines ranks second to
Cambodia in terms of new smeat positive TB notification rate, 99.7 per 100,000 population
among the major countties in WHO Western Pacific Region in 1999 (9). Tuberculosis has been
declared a global emetgency by WHO (7). Adverse social and economic factors and patients non
adhetence in the following préscribed treatment regimens are contributing factots to the increase

of TB patients.

The Manual of Procedures (MOP) for the National Tuberculosis Control Program was
released in year 2001, this manual was based on WHO general health service revised so that it
would be consistent with current health situation in the Philippines. Its use is not only for
training but also as instruction guides in the daily practice of all health wotkers. The mission of
NTIP is to ensute that TB diagnostic, treatment and information setvices ate available and
accesible to the community. Its goal is that motbidity énd mottality from TB are reduced to half
in 10 yeats (by the year 2010). This could be accomplished by addressing the specific problems
like poot case finding, inefficient case holding, lack of complete monitoring and evaluation
leading to poot compliance. Several strategies have been fotmed and implemented by National
TB progtam however many TB control advocates think that the DOH is doomed to fail unless
public health efforts are integrated with that of private sector. Considering the following health
policy issues: 1. Around 50% of TB patients are managed in private clinics/ hospitals by private
physicians 2. Diagnosis of PTB in private clinics/hospital are still based on clinical data and
CXR, instead of sputum microscopy. 3. Treatment is individualized, non-uniform and not
following the guidelines set by WHO and/or National TB progtam 4. Treatment recording,
trepotting and monitoting is poot and non uniform (). Private practitioners play a major role in

promoting campaign to decrease incidence of PTB in the Philippines. This is why this sutvey



was made to be able to document the different ptactices of physicians in MDH with regards to

diagnosis, monitoring and treating TB patients.
Diagnosis and Case finding

One of the stated problems eatliet was non uniform basis for diagnosis mainly from
clinical data and chest x ray rather than sputum AFB. This was reflected by a 100% ptiority for
chest x tay. Not all physicians do sputum AFB to all their patients, reasons wete stated: Howevet
the NTP guideline ( se¢ Annex A and B ) recommends that the principal diagnostic method is
direct sputum smear examination. This is ptimaty in case finding (9. Many would say that the
sputum AFB smeat is not reliable and results are low yield. But with proper collection of
sputum, false negatives will be prevented, along with the improvement of the quality of sputum
smeat examinations at rnicroséopy centers. This could be achived by training medical technicians
and microscopists, laboratoty netwotk and establishment of quality assurance system for field

MICroscopy.

With the use of more chest x tay than sputum AFB smeat, overdiagnosis ( false positive)
of PTB is possible and common in toutine clinical practice (10). Based on x ray exam and clinical
symptoms, only a presumptive diagnosis can be made (/7).

Almost half of the physicians don’t follow 2 guideline. This would also account for the

non uniform practices in diagnosis and case finding,
Treatment

According to the National Tubetculosis Progtam short course regimens (6 months) with
2 months intensive phase and 4 months maintenance phase will be practiced. Intensive phase
would include 4 drugs, maintenance phase would include 2 drugs. This would be applicable to
newly, uncompliéated PTB. The drugs recémmended are Isoniazid, Rifampicin, Pyrazinamide,
Ethambutol and Stteptomycin (10). Internationally, the duration of treatment for smeat negative
minimal TB case is 9 months. WHO has changed its recommendation of the treatment for such
a case; has deleted the 4 months tegimen from recommended since 1997 because of insufficient

proof showing its efficiency. (74)
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In this respect, majotity of the ptivate physicians follow the recommendations. Some

would give it more than 6 months ( 8 months to 1 year ). None of them give the drugs in less

' than 6 months, Majority use the quadtuple therapy ( Isoniazid, Rifampicin, Pyrazinamide and

Ethambutol). Deépite the fact that many of them don’t use guidelines in treating PTB, most of

them adhete to the recommendations. (see Annex C )
Monitoting/ Compliance and DOTS

While effective anti TB drugs ate available in the country, there are still many TB
patients not cured. This is due to the fact that many patients stop taking or irregularly take their
drugs. Monitoting patient and treatment compliance is necessaty to cute TB and avoid drug
resistance (72). The best way to ptrevent the occurtence of drug resistance is through regular
intake of drugs for the preécribed durations. The strategy developed to ensure treatment
compliancé is called Ditectly Obsetved Tteatment Short Course (DOTS) (10). DOTS 1s a TB
ptogramme in which patients receive 6 to 8 months of treatment under the supervision of

trained health worker (7).

In the study, majotity of the physicians maintain clinic records and this is essential in
monitoring follow up and compliance of patients. As recommended, physicians should follow
up patients progtress periodically. Most of the physicians do the initial follow up after 1 month
then every month subsequently.

The tespondents commonly use histoty, PE and chest x ray as patameters in following
up patients. However, NTP recommends that to monitor the response to treatment, follow up
sputum examinations should be done towards the end of 2" month, 4* month and on the
beginning of 6™ month (10). The recommended schedule stated is for categoty 1 case ( see Annex
D ) The tevised definitions of cute for new smear positive case definitely requites the smear

negative tesult in the last month of treatment (73). Chest x tay would be next in priotity.

" Howevet, only 29% of the physicians use sputum exam for monitoring. If patient does not

trespond to initial treatment, they either change regimen ot refer to another doctor.



Monitoting patients adherence and compliance is necessary for a succesful treatment.
Majotity of physicians monitor patients compliance by merely depending on patients reporting
which could be inaccurate. This is why DOTS is essential, as tecommended by NTP ( both for
intensive and maintenance phase ) DOTS is helpful because 1. Many TB patients quit taking
medicines not only duting the intensive phase but also during the maintenance phase 2. It will
ptevent difficulties through strict supetvision during the whole course of treatment 3. to
ptevent having drug resistant TB againts Rifampicin (73). According to the Global Tuberculosis
Conttol, a study was conducted in the Philippines regarding treatment under DOTS, it showed
that thete is 87% treatment success rate. In the study done by WHO, thete is less than 20 %

fatality rate in patients receiving DOTS as compated to more than 30 % in non DOTS.

In this study, it was noted that, mote than 50 % of private practitioners are not aware of

" DOTS. 90 % of these doctots ate not utilizing DOTS. This is one of the reasons why treatment

outcome is vatiable. The target of NTP which are 1. Cure at least 85 % of sputum smear positive
TB patients. 2. Detect at least 70 % of estimated new sputum smear positive TB cases, will be
difficult to achieve without the help of DOTS.

Treatment Outcomes

The study showed that most of the physicians achieve complete treatment (6 months ) in
50-70% of theit patients, apptroximately 20 % of the tespondents cannot determine treatment

outcomes of their patients.
A TB patient who undetgoes tteatment may achieve any of the following outcomes:

1. Cute — A sputum smeat positive patient who has been completed treatment and is
sputum smear negative in the last month of treatment and on at least one previous
occasion.

2. Treatment Completed - A patient who has completed treatment but does not meet
the criteria to be classified as cute ot failure

3. Tteatment Failure — A patient who is sputum smear positive at 5 months or later

duting the treatment.



4. Died — A patient who dies for any reason during the course of treatment.
Defaulter — A patient whose treatment was interrupted for two consecutive months o
mote

6.  Transfer out — A paﬁent who has been transferted to another facility with proper

referral for continuation of treatment.

75 % of the physicians do not tequest sputum smear at the end of 6 months as opposed to the
NTP recommendation which is also consistent with WHO?’s definitions of case and treatment
outcomes. With this, propet qualifications of patients will be difficult. Cute rate will not be

documented since a sputum smeat is essentail in the determination of outcomes.

CONCLUSION

In summaty, this study showed that most common type of practice is private, hospital
based clinic. Majotity of the tespondents ate specialists and do not teach in a Medical

School. The average number of TB cases they see is between 7 — 8 patients per week.

In case finding, chest x ray is the most common and most prioritized initial - diagnoétic
test requested in patients who are éuspected to have PTB. 85 % of the respondents do not
always trequest sputum AFB smeat. Only 50 % of the respondents base their diagnosis on a

guideline.

In treating patients, majority of the respondents adhere to the N'TP recommendation,
which is, 6 months tegimen involving at least 3 anti TB drugs. 50% of the respondents follow a
guideline in treating PTB.

82% of the tespondents maintain clinic records of their patients with monthly follow up
Histoty, physical examination, and chest x ray still remain as the widely used parameters in

monitoting treatment response of PTB patients.



Respondents tely on patient reporting when monitoring patient’s compliance. Between 50 —

70% of the patients complete the 6 month tegimen for PTB. 75 % of the respondents do not

B -request sputum AFB smear at the end of 6 months.

Regarding the awareness of ptivate physicians in TB fascilities, 50 % Of the respondents
are awate of free health clinics for PTB, howevet, 51% of them do not refer patients to these
clinics.Only 46 % of the respondents are aware of Directly Obsetved Tteatment Shott Coutse (

DOTS). 90% of the physicians do not utilize DOTS.

RECOMMENDATIONS

1)  Information dissemjnadon of the proposed guideline both for the physicians and the
patients. ‘ |

2) A study involving feasibility of DOTS in a private, hospital setting. .

3)  Propet education and ttaining of health wotkets to ensute uniformity of management of

PTB.
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THE KNOWLEDGE, ATTITUDES AND PRACTICES OF PRIVATE

PHYSICIANS
Abstract

Objective: To investigate the Knowledge, attitudes and practices towards the treatment of

Pulmonary tubetculosis among ptivate medical practices in the Pasig Mandaluyong area.

Design: A standard questioﬁna.ire was first formulated and pretested. Docfor’s offices/
clinics wete then identified using the listing of the pharmaceutical firm United Laboratories.
Out of the 100 doctots targeted, 85 doctors were chosen using cluster sampling. Of these, 7
doctots refused, 14 tespondents don’t see/tteat pulmonaty tubetculosis and only 68 doctots

had full intetviews. The investigator did a face to face interview.

Results: The mean age of the tespondents was 42 years old. There weré mote males than
females. Most had their residency training. The predominant type of practice was ptivate.
Chest x-ray is the initial diagnostic work up employed by most physicians, this was followed
by PPD testing. Though the respondents request sputum AFB, it is often only used as an
adjunct diagnostic tool. Oanly a quarter of the respondents use the standard regimen for
newly diagnosed PTB cases. None use the standard regimen for previously treated PTB
cases. None of the respondents keep a separate record for their PTB patients. Though most |
doctors tell theit patients to follow-up regulatly, majority ask theit patients to follow-up

monthly. They monitor their patients compliance to anti TB drug intake mostly by their



honesty basis ot by patients word. Majority of doctors monitor treatment outcomes by
chest x-ray. While most doctots ate awate of the DOTS program of the WHO/DOH, a

great majotity (95%) do not utilize it for the treatment of theit PTB patients.

Conclusion: Even with the guidelines published by the WHO/DOH on the diagnosis,
treatment, monitoring, recording and follow-up of patients with tuberculosis, respondents in

the study still go about their own way in their approach and management of TB patients.



COMMUNITY PROFILE OF PASIG AND MANDALUYONG AND
SURVEY OF THE KNOWLEDGE, ATTITUDES AND PRACTICES OF

PRIVATE PHYSICIANS

Introduction

Tuberculosis (IB) remains one of the deadliest diseases in the world. The
Wortld Health Otganization (WHO) estimates that each year, more than 8 million
persons die from the disease'. Ninety five petcent of tubetculosis cases occut in the
developing wotld”. In the Philippines, TB ranks 5" amongst the leading causes of
morbidity and mortality in the country’. The 1997 National Prevalence Survey

showed that there ate atound 500,000 cases of bacillaty tuberculosis nationwide®,

Directly Observed Therapy — Short-course (DOTS), the TB. control strategy
of the WHO is hailed as one of the most cost-effective interventions in human
health*. It has been adapted by 119 countties worldwide’, the Philippines included.
The administration of standardized short-course chemotherapy (SCC) regimens with
the first-line drugs Isoniazid (H), Rifampicin ( R), Pyrazinamide (Z), Ethambutol (E)
‘and Streptomycin (S) is only one of the components of the DOTS strategy. DOTS is
actually a system using a standard approach to diagnosis, treatment, recording,
reporting and an access to an uninterrupted supply of anti-TB drugs. The National
TB Control Service of the Department of Health (DOH) utilized this as its most

important and most effective strategy in addressing the TB problem of the country.



In the late 1990’s, the TB Council of Philippine College of Chest Physiciaﬁs
(PCCP), with the Philippine Society for Mictobiology and Infectious Diseases
(PSMID) and the DOH developed the Philippine Practice Guidelines on the
Diagnosis, Treatment and Control of Pulmonary Tubetculosis (National Consensus
on Tubetculosis). Howevet, despite this joint effort from the medical societies and
the government, the task of reaching the private sector seems too huge. Some private
physicians will likely persist to have their own icieas and concepts in approaching TB
for a large proportion of them treat TB patients according to myths and biases

picked up during medical school days and during their practice. This is unfortunate

. because majotity of TB patients who seek health care because of TB symptoms go to

ptivate physicians. This was shown by the 1997 prevalence study showing 46% of
the 592 individuals with TB like symptoms consulted ptivate physicians as against
30% who consulted government health centers ”. Indeed the ptivate sector has a
huge role to play in the control of TB.

| DOTS has expanded extensively countrywide, reaching almost 100% of our
health centers. However, despite this aggressiveness from the government, if the
ptivate sector will continue to manage TB the traditional way, that is, by merely

handing ptesctiptions to patients, then, the majotity of TB cases will not be managed’

in a cost-effective manner. Because of patient non-adherence to prescriptions, drug-

resistance will proliferate threatening the success of DOTS. Indeed, the responsibility

of TB control should be assumed by both the government and the private sector

though private-public collaboration.
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Setting

The Unilab DOTS Cente is a ptivate initiated DOTS model located at the
boundary point between Pasig and Mandaluyong. It is a private clinic that‘offers
diagnosis, treatment supetvision and monitoting of TB patients. It has been in
existence since October 1999 and has entolled 155 patients in its DOTS progtam.
Sources of refetrals come from the private sector in 65% of cases. Recently, it

enteted into a collaboration with the DOH through 2 Memorandum of Agreement.

Objectives

General:
To obtain basic community profiles of Pasig and Mandaluyong Cities, the adjacent

cities of the private(-public) DOTS model and to desctibe the knowledge, attitudes and
practices of private doctors in these areas.
Specific:

1. To know the available health facilities such as government and private health
clinics and hospitals in Pasig and Mandaluyong and their locations in telation to
the DOTS Center

2. To know the ava,iléble sputum mictoscopy centets in Pasig and Mandaluyong

3. To obtain a map of both cities with the health facilities and microscopy centets
indicated in relation to the DOTS Center

4. To know the approximate number of pﬁvate practicing physicians in Pasig and
Mandaluyong

5. To have a background of these ptivate physicians, e.g., demographics, level of
training (tesidency and subspecialty) and areas and type of practice, whether

putely private or public and ptivate combined



6. To determine the practices of the ptivate physicians in the: a) diagnosis of PTB
(initial diagnostic tool, other diagnostic tools used, use of sputum acid-fast bacilli
(AFB) smeat, b) treatment for new and for retreatment cases, c) tecotding
(maintaining separate tecord for PTB paﬁents, case reporting), d) monitoting
compliance (follow-up, ways of monitoting compliance), €) monitoring treatment
outcomes (petrcentage of PTB patients who complete anti-TB treatment, use of
sputum AFB smear and other tests to monitor treatment tesponse

7. To determine the knowledge and awaréness of ptivate physicians on a) the free
health facilities and services for PTB, and on b) the DOTS strategy

8. To determine the attitudes of private physicians towatds the utilization of a) the

health setvices offered by the public sector, and b) the DOTS sttategy

MATERIALS AND METHOD
L Survey of Community Prbﬁle:
Visits to both the Pasig City and Mandaluyong City Halls were made. From each,
a map of the whole city was obtained and the boundaties of the different barangays
delineated. Information on population size and location of the urban poot areas
where obtained from the Assessof’s office in Pasig City, and from the Planning and

Development Office in Mandaluyong City.

A list of health facilities including health centers, govetnment hospitals,

™
Y

mictoscopy centets, and their respective officers-in-charge and comitact numbers
were obtained from each City Health Offices. From the DOH-National Capital

Region (NCR), a list of private and government health facilities including hospitals



II.

and laboratories was obtained with their respective health ofﬁcers-in—chafge and
contact numbers.

All the pertinent information gathered were then collated in a colot-coded map
of the respective cities indicating sites of health facilities (hospitals health clinics,
microscopy units and laboratories that perform microscopy) specified as to

government and private.

Survey of private physicians

A general registry of private practicing physicians in Pasig and Mandaluyong

~was obtained from the United Labotatoties database. A total of 932 doctors wete

listed together with their ateas of practice, including 308 from Pasig City and 624
from Mandaluyong City. From the list, areas with high concentrations of practicing
physicians were identified as clustets. Consideting these clusters, random sampling of
100 doctors was done using a table of random numbers. The. randomly selected
doctors were visited in theit respective areas of practice. They wete interviewed
personally by one research associate using a standatd questionnaire. (Annex 1). The
questionnaite consisted of queties on demogtaphics, specialization, types of practice
whether purely private, or a mixture of private and govetnment, number of patients
seen and whether they see PIB patients ot not, practices‘on TB diagnostics,
therapeutics and monitoring, and awareness on free health setvices and the DOTS
strategy and their attitudes to these. Responses were coded ditectly into datasheets by
the interviewee himself. Entties were edited ‘by the Project Leader and encoded into

the computer and analyzed using the SPSS ptogtam.
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Population
Inclusion aéd Exclusion Criteria

Included in this study were physicians who maintained private clinics in Pasig
or Mandaluyong, regardless of specialty or type of practice.

Excluded from the sutrvey were physicians under a ttaining progtam, whether
residency or fellowship, consﬁltant physicians with no out-patient clinic and
physicians who tefused to be intetrviewed.

For the analysis, physicians who did not see TB patients in their practice at

all were not included.

Results:

Survey of health and laboratory facilities

Ho@z’z‘a/x

There were ten hospitals in Pasig City, two of which, Rizal Medical Center
and Pasig City General Hospital wete govetnment and considered training hospitals.
The rest were small non-training private hospitals with no tesident physicians. In
Mandaluyong City, there were five hospitals, four of which, Mandaluyong Medical
Center, the National Center for Mental Health, Victor Potenciano Memotrial Medical
Center (VPMMC) formerly Polymedic Hospital and The Medical City General
Hospital (TMCGH), were training hospitals. Mandaluyong Medical Center and the
National Center for Mental Health were government while VPMMC, Unciano

General Hospital and TMCGH wete ptivate.



Health Centers and Government Microscopy Units

Annex 2A lists the government Health Centers in Pasig City whete thete
were 39, with 10 of these functioning as Mictoscopy Centers. The corresponding
addresses, health physicians-in-charge, nurse or midwife and contact numbers are
tabulated.

Annex 2B lists the Health Centers in Mandaluyong City whete thete were 23,
with 6 of these functioning as Microscopy Centers. The corresponding addresses,
health physicians-in-charge, nurse or midwife and contact numbers ate likewise

shown.

Private Microscopy Units

Annex 3 lists the private laboratories which claimed to perform sputum
microscopy ot AFB smear in both Pasig and Mandaluyong Cities, whete there were
eight and six, respectively. The cortesponding addresses and contact numbets are

listed.

City Maps

Annex 4A (available as hard copy) is a map of Pasig City with the
health facilities and microscopy facilities are indicated. Annex 4B is a map of
Mandaluyong City with colot-coded indications of the health and laboratory

facilities.

Sutrvey on private physicians in Pasig and Mandaluyong

Selection of subjects
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Of the 308 physicians in the Pasig area, 108 wete excluded; and of the 624
physicians in Mandaluyong, 350 were excluded. There were then 474 eligible doctors
Wlth varying specialties and types of practice. Most of these doctots wete
concenttated in cettain areas in Pasig and Mandaluyong from which the selection
was done. These ateas included a) the Medico Building and b) the Medical Plaza
considered as the Medical Atts buildings of TMCGH, c) the Medical Atts building of
VPMMC, d) Clinica Manila, an out-patient clinic in Shoemart Megamall, ¢) Hgalth |
First Clinic, and £) Ftiendly Cate Clinic.

Of the targeted 100 doctots, 85 were visited of whom seven tefused to be
intetviewed. Of the remaining 78, 14 do not see PTB patients in.their practice, while

the remaining 64 had full interviews and will thus be included in the data analysis.

Demographic characteristics, specialization and type of practice

Of the 64 respondent physicians, there wete mote males than females (64%
vs. 36%) (Figure 1). The mean age of respondents was 43 years old, age ranging from
30 to 82 yeats (Figure 2). Majotity of respondents had residency training (95%).
Majotity of respondents were internists (48%), the rest wete pediatricians (25%),
family physicians (9%), sutgeons (10%), OBGYN (3%), ENT specialists (2%) and
genetal practitioners (3%) (Figure 4). Most internist; had subspecialties (94%)
(Figute 5).

Majotity of the respondents ate into pute private practice (78%), wheteas the
temaining 22% are engaged in mixed ptivate and government practice classified in

this report under “government” category ‘(Figure 6).
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Current practice

Current practice in diagnosis
Majority of tespondents (91%) used chest radiography as the initial

diagnostic tool for TB symptomatics while 9% used PPD, and none utilized sputum

. microscopy (Figure 7). However, when asked as to what other diagnostic tools are

used, 89% used sputum microscopy either alone or togethet with other diagnostic
tools, which consisted of the patﬁozyme test (1.6%), chest x-ray (CXR) (3.1%), PPD
(45%) (Figure 8). Of those who used sputum AFB as a diagnostic tool, almost half
49% used it in more than 50% of theit patients; the rest used it in less than 50% of
their patients. Those who nevet requested sputum AFB smear for diagnosis cited the
following reasons for such practice: a) it is not approptiate for pediatric patients
(53%), b) chest x-ray is enough basis (20%), c) patients do not produce adequate
sputum (13%) d) it is inconvenient to patients (7%), and €) they do not know of any

reliable sputum microscopy labotatoty.
Current practice in treatment

For newly diagnosed cases of PTB most respondents (64%) presctibed
quadtuple anti-TB regimen consisting of H, R, Z and E; othets (36%) used triple
drug therapy using H, R and Z ot H, R and E (Figure 9). Only a total of 34% of the
respondents were using the standard regimen and duration for new cases as
recommended by the DOTS strategy, namely 2 months of HRZE/ 4 HR (Regimen
I, DOH) and 2HRZ/4HR (Regimen 3, DOH). Other regimens used for new cases

are listed in Table 1.
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Fot pteviously treated patients, the respondenfs used different treatment
tegimens (Figure 10). None wused the DOTS standard regimen of
2HRZES/1HRZE/5HRE. Table 2 lists the vatious regimens used fot previously

treated patients.

If patients. failed symptomatically on the drugs prescribed, most respondents
said they will refet to a specialist (55%); others will change the treatment regimen
(28%), while 5% of the respondents will take no action (Figute 11). Othets
consisting of 12% will request for sputum AFB culture and sensitivity, check for
cotrectness of dosage, and check for exposute to drug-resistance, and use tablets for

pediatric patients (Figure 12).

For those who will change the treatment regimen in their failing patients,
22% will add a combination of a quinolone and amikacin, another 22% will use
stteptomycin and a quinolone, 11% will use morphazinamide, isobutol, tetivalidine,
clatithromycin and rifampicin, 6% will add a quinolone alone, 6“’/0 will add gamma
globulin, another 6% will await sensitivity results'and revise accordingly, and another

6% will just extend the cutrently taken regimen.

Current practices in recording

Majotity of respondents (97%) did not maintain a separate record of their

PTB patients (Figure 13). Most (93%) did not tepott PTB cases to any govetnment

13



authority or any DOH office. The reasons cited fot such practice were: a) they ate
not tequited (74%), b) they have no time to tepott (10%), c) they have no access to
government agencies (3%), .There was no patticular teasoning 13% of the

respondents.
Current practice in monitoring compliance

In 97% of respondents, regular follbw—up for PIB patients was done (Figure
14), majotity of whom (77%) asked paﬁents to follow-up in the clinic every month.
If patients failed to foilow up as instructed, majority of respondents (56%) did not
keep track of their patients, and only 44% reminded patients by phone of tiléir
follow-up (Figure 15).

As to monitoring in terms of their compliance to anti-TB drug intake, 95%
checked on their patients. They did this by a) relying on the patient’s/ reiaﬁve’s own
wotd (77%), b) checking the blister packs and relying on the patient’s/ relative’s own

wotd (16%), c) checking the blister packs alone (5%). Figure 16.

Current in practice in monitoting treatment outcome

Almost all (98%) physicians monitoted their patients’ treatment outcomes
(Figute 17). When asked what petcentage of their PTB patients completed anti-TB
treatment, 78% answered mote than 50% did complete treatment under their care;
14% answered less than 50% of patients completed treatment, and 8% answeted

100% completed treatment.

14



-

Tools and parameters used to monitor treatment outcomes were will chest x-
ray alone in 64%, CXR and sputum AFB in 24%, clinical signs and symptoms and
the patients” weight in 9%, CXR, sputum AFB and culture and sensitivity in 3%

(Figure 18). |

Awatreness and attitudes

Awareness of free health and laboratory services
Of the respondents, 92% of wete aware that there ate health facilities

offeting free or subsidized anti-TB drugs (Figure 19), 95% of whom wete willing to

. refer their TB patients to such health facilities (Figure 20). The remaining 5% who

were not willing to not refer to these facilities cited the following reasons: a) facilities

are not manned by doctors, and b) their patients are ptivate, paying patients.

When asked if they know of any health facilities that offer free sputum AFB
examination to patients, 52% answered yes, while 48% answeted no (Figure 21).
Those who answered yes wete asked if they were willing to refer theit paﬁents to
these microscopy centers, and 90% answered yes; only 10% answeted no, with thé

question of the centers’ proficiency to petform microscopy being raised.

Awareness of the DOTS strategy

Among the respondents, 62% wete awate of the DOTS strategy and have
some knowledge on what it is (Figure 22). When asked if they were willing to refet to
a DOTS Centert, 95% answered no (Figure 23). Asked why, they cited the following

reasons: a) their patients are motivated enough to take the anti-TB drugs on theit
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own, b) there is no existing set-up for DOTS, ¢) DOTS is not yet fully implemented,
d) DOTS is difficult and impractical to implement, e) respondents did not know how
to implemént it, f) they did not have enough manpower to do it, g) f.aking medicines
is the patient’s own tesponsibility, h) DOTS is not for pediattic paﬁents, 1) patients

would not want it, and j) it is simply not possible.

Discussion:

DOTS as envisioned and espoused by the Wotld Health . Organization
(WHO) is actually a comptehensive system which is concerned not only with thé
ditect obsetvation of intake of anti-TB medicines but also with the monitoring of
treatment of tesponse and the completion of treatment. This is possible through its
five elements, all of which, have to be incorporated in the system. Sputum
miéroscopy as the primaty means of diagnosié in DOTS appears to lack acceptability
in this population of ptivate physicians, although it is used by almost 90%
respondents as an adjunctive procedure. This‘ is not a surprising response among
ptivate practitioners who have been accustomed to using radiography as the only
tool. The high specificity of sputum microscopy as a diagnostic tool needs to be
emphasized, as well as the fact that it is simple and easy to petform, is cost-effective
and can be made available easily in remote areas as .compéred to chest x-ray.

. Responses why sputum microscopy is not petformed needs to be taken
setiously and addressed. Reliability and proficiency of our microscopy centets should
be evaluated and centers have to be subjected to monitoting from time to time.

There is a great need to prove to the private sector that microscopy centets in the -
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health clinics are manned by trained microscopists whom they can trust for their
patients’ diagnosis.

Administering the cotrect regimens to anti-TB patients is an impottant element of
DOTS. This study shows the need for dissemination of the DOTS standard
tegimens for new and tetreatment cases. Thete were 14 different combinations of
first-line drugs for new cases and 20 for retreatment cases. Only a third of |
physicians used the standard regimen for new cases in the propet way. Its is
unfottunate that some still believe that new cases need 9-12 months of treatment.

Failures are managed in several ways by private physicians. One of the actins
taken in failure is adding a quinolone to the failing regimen. This action is cémpletely
objectionable as it will likely put the quinolone to waste by amplifying the fesistance.
Thete should be a campaign against the free use of the available fluoroquinolones for
failures in TB because the drug is fast losing its effectiveness because of resistance.
Indeed, in a study by Grimaldo, Tupasi et al, the rate of quinolone resistance among
TB isolates had increased significantly over a period of about 10 yeats.®

The level of awareness of the private sector on the availablility of free health
setvices for TB is quite high as well as the willingness to refer to these centers.
Awateness on the DOTS strategy was not as High; only 62% claimed to know
DOTS. Thete is a need to disseminate the DOTS stratégy to the private sector and
emphasize its strong impact on TB control. Again, the attitude of unwillingness to
refer to a DOTS Center was striking. The reasons cited ate valid and needs to be
addressed. While the infrastructure for the DOTS strategy in the countty is mainly in
public sectot, efforts should bev made to upgrade the standards of these health

centers in order that the ptivate sector will be enticed to refer their patients to
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DOTS. While expansion of DOTS to all ateas in the Philippines makes DOTS
accessible to all patients and physicians, these centers need upgrading and constant
monitoting and reevaluation so as to keep standatds of performance high enough for
the ptivate sector to accept and utilize. Simultaneously, efforts should also be
directed at creating public-privé.te pattnerships in TB with the goal of setting up

DOTS models that may be more enticing to the private sector.

Conclusion

While both upgrading the govetnment centers and wotking on ptivate-public
links are essentiai, education or information dissemination should also be. given high
ptiotity.. The ptivate sector needs to know the magnitude of the TB problem in the
éountry — that in a 14-year petiod from the first nationwide TB prevalence sutvey in
1981-1983 to the second in 1997, thete has been very minimal decline in the statué of
TB in the country.*

This sutvey has outline the basic knowledge, attitudes and practice of private
physicians in Pasig and Mandaluyong. Data from this survey will hopefully help in

directing and prioritizing future efforts in itivolving the private sectot in the DOTS

. strategy.
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SUMMARY

SETTING: The Philippines is a developing country
where tuberculosis (TB) remains a significant public
health problem. , )
OBJECTIVE: To determine the prevalence of TB as a
basis for setting the targets of the National Tuberculosis
Control Program.

STUDY POPULATION AND METHODS: A multi-stage
cluster survey of a random sample of 21960 subjects
from 36 clusters nationwide was undertaken from 2 April
to 31 July 1997. BCG scar verification and tuberculin
testing was performed for subjects aged 2 months and

. over, and chest radiography screening was done on sub-

jects 10 years and older. Sputum samples were collected
from individuals who were initially assessed to have
abnormal chest radiographs to determine the prevalence

of bacillary tuberculosis. Acid-fast smear by modified
Kinyoun'’s technique and culture on Lowenstein Jensen
were done to demonsteate Mycobacterium tuberculosis,

RESULTS: The prevalence of active pulmonary TB was

42/1000 population. The prevalence of culture-positive
and smear-positive cases was 8.1 and 3.1/1000, respec-
tively. The prevalence was similar in urban and rural areas.
CONCLUSION: Morbidity from TB remains high. Allow-
ing for methodological differences from the survey in
1981-1983, the prevalence of active pulmonary TB was
unchanged. There was only a minimal decrease, of 37%
for smear-positive cases and 25% for culture-positive
cases, in the 14-year interval.

KEY WORDS: Philippines; M. tuberculosis; prevalence
survey :

THE FIRST NATIONAL tuberculosis prevalence sur-
vey in the Philippines was undertaken in 1981-1983.1
The findings from that survey showed that the preva-
lence of bacteriologically confirmed tuberculosis was
8.6/1000 'population for culture-positive and 6.6/

.1000 for smear-positive tuberculosis. The prevalence

of radiographic findings suggestive of active pulmo-
nary tuberculosis (PTB) was 4.2%. The annual risk of
infection was 2.5%.

The Department of Health (DOH) deemed it nec-
essary to undertake the 1997 Nationwide Tuberculo-
sis Prevalence Survey (NTPS) in order to determine
the present magnitude of the tuberculosis problem.
The results of this survey will serve as the basis for the
course of action that the DOH will take to control
tuberculosis in the Philippines.

MATERIALS AND METHODS
Study design and study population

This multi-stage cluster study was undertaken to -

determine the prevalence of active pulmonary tuber-

culosis and bacillary disease. The estimated sample
size for the national prevalence survey was 21600
subjects. This was based on the assumptions that the
estimate of the overall prevalence among those aged
10 years and over were within 25% of the true value
with 95% confidence; the presumptive prevalence of
bacillary tuberculosis was 6/1000; the expected cov-
erage by radiographic examination was 85%; the
expected coverage by sputum examination among
persons with radiographic abnormalities was 100%;
about 73% of the population was aged 10 years and
above; and that the design effect was 1.25 for the use of
cluster sampling instead of simple random sampling.

A stratified multi-stage design was utilized in
selecting the sample population. The population was

. selected from three strata: Metro Manila, other urban

areas and rural areas. The allocation of clusters
across strata was in proportion to the population
sizes (PPS), based on the 1995 census from the Philip-
pine National Statistics Office. :

The first stage was the selection of provinces or cities
within each stratum. Accordingly,, five cities within

Correspor}dencg to: ':I'hclma E Tupasi, MD, Tropical Disease Foundation, Makati Medical Center, No. 2 Amorsolo Street,
Makati City, Philippines 1200. Tel: (+63-2) 893-6066. Fax: (+63-2) 810-2874. e-mail: tdf@mnl.sequel.net
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Metro Manila, 10 provinces representing other urban
areas, and 21 provinces representing the rural areas
were selected. In each province selected, a municipal-
ity was drawn first, and then a barangay (village) cho-
sen based on PPS, Each cluster comprising 600 sub-
jects was randomly selected from the barangay
following a pre-determined procedure.

Survey procedures
The field survey was undertaken by six teams from 1

" April to 31 July 1997. Registration of the subjects in

the cluster was done through house-to-house visits, at
which time bacille Calmette Guérin (BCG) coverage
was ascertained and tuberculin testing was performed
in subjects aged 2 months and over. The tuberculin
test induration was measured 23 days later during a
cluster assembly of the subjects. Results of the tuber-
culin tests will be reported separately. Chest radi-
ography screening was done on individuals aged 10
years or older using mobile units equipped with 200-
300 MA X-ray machines and a standard 10 X 14 inch
chest film. The chest films were interpreted initially by
field readers and later read independently by two
senior radiologists, In case of any discrepancy in the
readings, a referee reader was consulted. The chest
radiography was read following the diagnostic stan-
dards and classification of tuberculosis as recom-
mended by the American Thoracic Society.2

All those deemed to have an abnormal chest radio-
graph by the field readers were requested to submit
three sputum specimens collected on three separate
occasions following recommended procedures.? In
some subjects who were unable to expectorate spon-

taneously, sputum was induced by nebulized super~

saturated saline aerosol. The sputum specxmens were
then shipped to the research laboratory in ice w1thm
24-72 hours of collection.

Laboratory procedures

A direct smear was prepared from each sputum spec-
imen in the central research laboratory prior to pro-
cessing. Screening microscopy of the smear was done
with a fluorescence microscope using the auramine-
rhodamine stain.* Smears that were positive by
screening microscopy were stained by the acid-fast
modified Kinyoun’s technique.’ The stained sputum
smears were read independently by two readers, with
a referee consulted in case of discrepancy.

The sputum specimen was liquefied and decontam-
inated with 4% NaOH in N-acetyl L-cysteine. The
processed specimen was then centrifuged at 3000 %
G in a refrigerated centrifuge for 20 minutes. A por-
tion of the sediment of the specimen was inoculated
onto two slants of Léwenstein Jensen (LJ) medium
and the remainder was stored at —70°C. The culture
tubes were incubated in CO; at 37°C and inspected
weekly to determine the presence of bacterial growth.
The identification of M. tuberculosis was confirmed

using standard biochemical methods.® In case of con-
tamination of the culture tube, the stored processed
sediment from the specimen was again decontami-
nated and another set of L] tubes was inoculated with
the reprocessed specimen. Susceptibility to isoniazid,
rifampicin, streptomycin and pyrazinamide was deter-
mined; these results will be reported separately.

Data processing and analysis
Data obtained from the field survey and the proce-
dures performed were coded on the survey instrument

. and edited by the field interviewers. Ficld and labora-

tory data were computerized at the headquarters
using Epi Info version 6.7 Data were validated by dou-
ble entry and files were later merged. Analysis of the
data was done using SPSS version 7.5.8

Statistical analysis consisted primarily of the esti-

- mation of prevalence rates (proportions). Estimates

of the prevalence were initially obtained for each clus-
ter and weighted variance error per stratum was com-
puted to derive the overall variance of the prevalence
estimate. The standard error of the prevalence esti-
mate was derived from the square root of the vari-
ance. The formula accounted only for the variation in
the cluster level and variation for the other stages was
not considered.® Consequently, the computed sam-
pling errors are likely to be underestimates. Confi-
dence intervals were computed. assuming that the
prevalence estimates follow normal distribution upon
repeated sampling.

To correct for non-coverage in 19% of the popula-
tion eligible for chest radiography, the observed esti-
mates were adjusted based on' the relative risk in
those not examined. There was strong evidence that
those with chest symptoms (cough of 2 weeks or
more, haemoptysis, chest and/or back pain of one
month or more, fever of one month or more) pre-
sented for X-ray more often than those without; the
proportions were 92% and 84%, respectively (P <
0.001). This association was evident in either sex: 93%
and 86% in males, respectively (P < 0.001) and 0%
and 83% females, respectively (P < 0.001), and was
also present in the various age groups. The magnitude
of this association was utilized to obtain the relative
risk (RR) of a person without a radiograph having
chest symptoms compared to a person with one. The
RR of a person without a radiograph having chest
symptoms has been considered to approximate the
RR of that person having radiographic tuberculosis.
If the RR was assumed to be lower in those who were
not examined, this was taken to be 0.46 for males
aged 10-19, 20-29, 30-39, 40-49, and 0.8 for
males aged 50 years or more; for females, it was
taken to be 0.69 for all ages. .

To adjust for the non-coverage by sputum exami-
nation in approximately 14% of the eligible popula-
tion, the culture-positive and smear-positive yields
observed in subjects according to their radiographic



abnormality were applied to those subjects without
sputum specimens. The prevalence of bacillary dis-
ease among those not examined was estimated after
the above adjustment of estimates of radiographic
tuberculosis was applied among those who had no
chest radiography.

RESULTS

Population surveyed

A total of 21960 persons were surveyed from 21
rural and 15 urban clusters. Of these, 3048 (13.9%)
were from Metro Manila, 6111 (27.8%) from other
urban areas, and 12801 (58.3%) from the rural
areas. These were proportionate samples of the
national population, which comprised 13.78% in
Metro Manila, 28.95% in other urban areas, and
-57.27% in rural areas. Males constituted 50.2% of
the total population surveyed.

Approximately half of the total population was
under 20 years of age, including 27.6% who were
aged under 10 years. However, only 47.6% of the
population surveyed in Metro Manila were aged
under 20 years, compared to about 51% in other
urban areas as well as in the rural areas. There were
proportionately more individuals in the age-group
20-39 years in Metro Manila (35.1%) than in the
other urban (27.9%) and rural (27%) areas. Con-
versely, proportionately less individuals aged 40 years
and over were noted in Metro Manila (17.3%) than
in the other urban (21%) or rural areas (22.3%).

Coverage of examinations done in the survey

Of the 15905 (72.4%) subjects aged 10 years or
older who were eligible for chest X-ray examination,
12850 (81%) were X-rayed. Of these, 1619 were
considered to have abnormal chest radiography, and

- 1390 (86%) had sputum specimens submitted for

bacteriological examination during the cluster activi-
ties. To improve on the coverage of sputum collec-
tion, another attempt to collect sputum was made
about 3-5 months after the field work, and an addi-
tional 151 patients submitted specimens. Thus, a
total of 1541 (95%) sputum specimens were eventu-
ally collected from the 1619 individuals with abnor-
mal chest X-rays. Only those collected from the first
1390 (86%) of the 1619 eligible individuals were
analyzed, as the results of the last 151 individuals
may not accurately reflect the situation during the
actual survey. However, data from the latter were
used to validate the predicted numbers of smear-
positive and culture-positive cases from among those
not sampled in the general collection of specimens.

Observed prevalence of tuberculosis

Of the 1619 subjects initially considered to have
abnormal chest X-ray by the field readers, a total of
537 (42/1000 % 3.3; 95% confidence interval [CI] 35—
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48) of the 12850 individuals examined had radio-
graphic findings suggestive of tuberculosis. This included
minimal lesions in 442 (34.4/1000) and moderate or
advanced lesions in 91 (7.1/1000), including 34 (2.6/
1000) with cavitation.

There was a positive correlation between the prev-
alence of radiographic abnormalities suggestive of
pulmonary tuberculosis (PTB) and age. Those in the
10-19 year age group had the lowest prevalence (6/
1000) and those in the group aged 60~69 years had

‘the highest prevalence (122/1000). The preponder-

ance of males (53/1000) compared to females (31/
1000) was noted in all ages. When the two sexes were
combined, the prevalence in the rural (41/1000) and
the urban (42/1000) areas, however, was similar.
Bacillary disease was confirmed in 127 of 1390
individuals studied among the 1619 subjects who
were eligible for sputum examination. These included
47 who had positive direct smears and 124 who had
positive cultures; of these, three were smear-positive
and culture-negative, 44 were both smear- and culture-
positive, and 80 were smear-negative and culture-
positive. The observed prevalence was 11.2/1000 =
1.22 (95% CI 8.78-13.55) for culture-positive and

"4.3/1000 = 1.36 (95% CI 1.71-7.04) for smear-

positive cases. When extrapolated to the entire popu-
lation surveyed, assuming no sputum-positive cases

.occurred in children under 10 years of age, the culture-

positive rate was 8.1/1000 * 0.88 (95% CI 6.35~
9.81) and the smear-positive rate was 3.1/1000 %
0.99 (95% CI 1.24-5.10) population.

There was a higher prevalence of culture-positive
tuberculosis in males compared to females (16.41 vs
6.37/1000, respectively). This was also observed for
smear-positive cases (6.49 vs 2,07/1000, respec-
tively). When both sexes were combined, the preva-
lence of culture-positive and smear-positive cases was
similar for the total urban (11.1 and 5.0/1000, respec-
tively) compared to the rural area (11.4 and 3.8/1000,
respectively). In the urban area, the rates in Metro
Manila were lower (7.4/1000 for culture-positive and
3.3/1000 for smear-positive cases) than in other
urban areas (12.6 and 5.8/1000, respectively). There
was no consistent association between age and the
prevalence of bacteriologically confirmed tuberculo-
sis. The highest prevalence in the total population
was observed in the age group 40-49 years for both
culture-positive and smear-positive cases (20.65/1000
and 8.92/1000, respectively). The corresponding
prevalence of pulmonary tuberculosis observed in the
1981-1983 nationwide survey is shown for compari-
son (Table 1).

Adjustment of prevalence rates for,non-coverage

The adjusted prevalence of radiographic tuberculosis in
the total population, after correcting for non-coverage
in 19% of the population eligible for chest radiog-
raphy, was 38/1000 = 3.1 (95% CI 32—45) overall; it
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Table 1  Observed prevalence {per 1000) of pulmonary tuberculosis (FTB) in the 1981-1983
and 1897 nationwide tuberculosis prevalence surveys, in subjects aged 10 years and over

1981-1983* 1997
Culture- Smear-
No. Active positive positive No.
eligible PTB T8 ht:] eligible
Total 16349 42 12,5 9.5 15905
Area ’
Urban 5455 41 131 5.0 6648 42 111 5.0
Rural 10894 45 123 10.9 9257 41 14 3.8
Sex
Male 7929 50 16.2 12,6 7817 53 16.4 6.5
Female 8420 35 9.3 6.9 8080 3N 64 21
Age (years) '
10-19 5863 -5 13 0.4 4989 6 37 1.2
20-29 3618 - 20 9.1 7.1 3308 24 75 3.0
30~39 2387 51 18.4 14.4 2936 48 17.5 4.4
40-49 1882 69 20.6 17.4 1977 60 20.6 8.9
50-59 1248 105 324 273 1179 89 138 7.0
»60 1351 137 28.7 18.8 1273 21 203 8.9
* Data adapted from Reference 1.

was 49/1000 for males compared to 29/1000 for
females, assuming that the relative risk for tubercu-

losis was lower in those not examined by chest X--

ray (Table 2). Assuming that the prevalence was the
same among those examined and those who were
not, the adjusted prevalence for radiographic
changes suggestive of PTB was 42 * 3.3/1000 (95%
CI 35-48) overall—53/1000 in males and 30/1000
in females,

The adjusted prevalence of radiographic tubercu-
losis in Metro Manila was 36/1000, in other urban
areas it was 40/1000, and in combined urban areas it
was 39/1000, compared to 38/1000 for the combined
rural areas. Assuming equal risk in those not exam-
ined, it was similar in the total urban areas (42/1000)
and in the rural areas (41/1000).

Table 2 Adjusted prevalence (per 1000) of pulmonary
tuberculosis in subjects aged 10 years and over, 1997

Active Culture- Smear-
pulmonary positive positive
tuberculosis tuberculosis  tuberculosis
Total 9.8t 3.6
Area
Metro Manila 36-40 6.4 28
Other Urban 40-43 10.6 4.8
Total Urban 39492 9.0 4.1
Rural 38-41 10.1 34
Sex
Male 49-53 13.9 5.4
Female 29-30 5.8 1.9
Age (years)
10-29 12-13 40 1.5
30-49 48-53 15.7 5.3
>50 100-103 16.5 741

*Range of adjusted prevalence of active PTB assuming lower risk, and
assuming equal risk in those not examined compared to those examined.
'Ad)uslted prgvalgnce per thousand corrected for those not examined by
screening radiography and sputum examination.

The predicted numbers of culture-positive and
smear-positive cases in the 229 subjects who did not
provide sputum specimens for examination were
12.5 and 3.1, respectively. These predicted numbers
were subsequently validated by results obtained
from sputum smear testing of specimens from 151 of
the 229 subjects collected 3—-5 months after the.
actual survey, from which six culture-positive and
two smear-positive cases were observed; in the
remaining 88 non-examined subjects, the expected
numbers of culture-positive and smear-positive cases
were 5.0 and 1.4, respectively. The sum of observed
plus expected smear-positive and culture-positive
cases among those not examined would then be 11.0
and 3.4, respectively, compared to the 12.5 and 3.1
predicted. Accordingly, of the 1619 subjects with a
radiographic abnormality, the.estimated total num-
ber of culture-positives was 136.5 (124 + 12.5), and
the estimated number of smear-positives was 50.1
(47 + 3.1).

To correct for the non-coverage of approximately
19% of the population eligible for chest radiography,
the adjusted prevalence rates were 9.8/1000 culture-
positive and 3.6/1000 smear-positive cases.

The adjusted prevalence of culture-positive cases
was 6.4/1000 and that of smear-positive cases 2.8/
1000 in Metro Manila, 10.6 and 4.8/1000, respec-
tively, in other urban areas, 9.0 and 4.1/1000, re-
spectively, in the total urban area, and 10.1 and 3.4/
1000, respectively, in rural areas. The prevalence of
culture-positive and smear-positive cases was 13.9
and 5.4/1000, respectively, in males, and 5.8 and 1.9/
1000, respectively, in females. For the age group 10—
29 years, it was 4.0 and 1.5/1000, respectively, for
those aged 30-49, it was 15.7 and 5.3/1000, respec-
tively; and for those 50 years and older, it was 16.5
and 7.1/1000, réspectively.



Comparison between the 1997 and the 1981-1983
National Tuberculosis Prevalence Surveys

In comparing the 1997 and 1981-1983 surveys,
methodological differences in the field work and lab-
oratory techniques between the two surveys were
taken into account. Chest radiography was per-
formed using 10 X 14 inch films in the 1997 survey
and a 70 mm photofluorogram in the 19811983 sur-
vey. While the rates of total radiographic abnormali-
ties suggestive of pulmonary tuberculosis were identi-
cal in the two surveys (4.2/1000), there was a 58%
reduction in moderate or far advanced disease (7.1 vs
1.7/1000) and a 48% reduction in cavitary disease
(2.6 vs 4.7/1000). Conversely, there was an increase
of 39.6% in cases with minimal lesions.

There was not much difference in the prevalence of
culture-positive cases: 8.1/1000 in the 1997 NTPS vs
8.6/1000 in the 1981-1983 NTPS. To allow for a
meaningful comparison, the observed culture-positive
and smear-positive rates in the 1997 NTPS were stan-
dardized using the frequency of observed radio-
graphic abnormalities in the 1981-1983 population

- (Table 3). The expected number of positive cultures in
1981-1983 using the methods employed in the cur-

rent survey should have been 185.5, which would
exceed the actual observed yield of 156 in 1981-1983
by 1.2 (185.5/156) times. The difference in the

expected and observed yields was. statxstlcally signifi-.

cant (x2 = 4.82, P < 0.05).

Although thc culture technique used was essen-
tially the same, homogenization and centrifugation
were probably more efficient in the 1997 NTPS. This
being so, when comparing the two surveys, the
observed culture-positive yield of 11.2/1000 in 1997
should be adjusted by 0.84 times (156/185.5, i.e., 9.4/
1000), which should then be compared to the
observed prevalence of 12.5/1000 in the 1981-1983

- survey. This would indicate a 25% reduction in the

culture-positive case prevalence.

The smear-positive yield using the methods
employed in the 1997 NTPS, on the other hand, was
appreciably lower by a factor of 29% (84.0/119). The

difference between expected and observed rates was

Table 3 Comparison of prevalence rates (per 1000) in the
1981-1983 and 1997 surveys, in subjects aged 10 years and over

_ 1981-1983 1997
Radiologically active pulmonary
tuberculosis 42 42
Bacillary disease
Culture-positive
Observed 12.5 11.2
Standardized 9.4
Extrapolated 86 8.1
Smear-positive
Obsetved 9.5 43
Standardized 6.0
Extrapolated 6.6 341
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also statistically significant (x2 = 16.84, P < 0.001).
This finding suggests an underestimation by acid-fast
bacilli (AFB) smear on direct smears in the present
survey. The prevalence of smear-positive patients in
the 1997 NTPS was appreciably lower than in the

-1981-1983 NTPS (3.1/1000 vs 6.6/1000). With stan-

dardization to correct for underestimation by adjust-
ing the observed rate of 4.3/1000 in persons 10 years
or older by 1.4 times {119/84), the adjusted preva-
lence rate would be 6.0/1000 in those 10 years or
older. Compared to the 9.5/1000 reported in 1981~
1983, this would reflect a 37% reduction in smear-
positive cases.

DISCUSSION

Since the first survey in 1981-1983, this has been the
only systematic study undertaken nationwide to mea-
sure the magnitude of the problem of tuberculosis in
the Philippines using standard epidemiological tools.
The coverage attained with the various examinations
in this survey was comparable to that of the 1981~
1983 survey, and was deemed satisfactory. However
the initial target of 85% coverage for chest radi-
ography was not met, and the initial coverage in sputum
collection was far from ideal. To arrive at reasonable
estimates of the prevalence of both bacillary disease

and radxographxc tuberculosis, a logical method of

correcting the effect of this non-coverage was employed
based on a judicious assessment of the characteristics
of those not examined compared to those examined.
Based on the finding that the prevalence of subjects
with TB symptoms among those who were examined
radiographically was significantly higher than in
those who were not examined, the observed rates
reported herein might actually be overestimates of the
true prevalence if the total eligible populanon were
examined,

All the parameters of disease were higher i in males
compared to females, but were essentially similar for
urban and rural populations. The observed preva-
lence of bacillary tuberculosis of 8.1/1000 population
for culture-positive cases and 3.1/1000 population for
smear-positive cases implies that in a population of

- approximately 70 million Filipinos, there are approx-

imately 200000 to 500000 people who are effec-
tively infecting 10-20 persons each per annum. This
translates to 2-10 million new cases of TB infection
per year. As a resul, the Philippines is reported as one
of the top 22 countries that are cumulatively contrib-
uting 80% of estimated cases globally.10

After adjusting for technological differences between
the present survey and that performed 15 years previ-
ously, the observed rates showed a minimal decline in
bacillary disease. These findings are consistent with
our observation that although the prevalence of radio-
graphic findings suggestive of PTB was identical in the
two -surveys there were more minimal lesions and
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fewer patients with moderate or far advanced and cav-
itary disease in the present survey. Consequently, there
were more patients with low bacillary load in the

- present survey that could not be identified by a direct

smear but from whom bacteria could still be isolated

- with the culture techniques applied.

Nevertheless, the reported parameters of tuber-
culous disease in this survey indicate that the morbid-
ity due to tuberculosis has remained substantially
high, From 1980-1996 there was a reported increase
in the number of tuberculosis cases notified in the
Philippines.10 ‘

As of 1996, the coverage of directly observed treat-
ment, short course (DOTS) was only 2% of the pop-
ulation.1? Prior to that, in 1993, an evaluation of the
National TB Control Program undertaken in four
regions in the Philippines showed that there was no
actual monitoring and supervision of patient treatment
and response. Treatment of newly diagnosed cases was
often delayed, and coverage was inadequate, primarily
due to the inconstant supply of drugs.1

More recently, improved cure rates, of from 60% to
more than 80% of smear-positive cases, were reported
from the World Health Organization-assisted pilot
projects on DOTS in three provinces. As of February
1998, 8% of the Philippine population had access to
DOTS, and 25% of the population by the end of
1998, It is planned that this will increase to 50% by
1999 and 100% by 2001.12 It is anticipated that the
prevalence of tuberculosis will decline with the imple-
mentation of DOTS similar to the progressive drop in
the prevalence of tuberculosis and the number of
tuberculosis cases notified in Korea in the period
1965-1995 as the coverage of DOTS among new

cases increased, particularly in the past 15 years.10.13

CONCLUSION

Morbidity from tuberculosis remains high in the Phil-
ippines. Compared to the first survey in 1981-1983,
the decline in the prevalence of bacillary disease is
minimal. Replicating the success of DOTS through
its planned incremental implementation nationwide
should greatly enhance the National TB Control Pro-
gram of the Philippines.
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RESUME

CADRE : Les Philippines sont un pays en développement -
oit la tuberculose (TB) reste un probléme majeur de .

santé publique,

OBJECTIF: Déterminer la prévalence de la TB comme
base d’établissement des cibles du programme national
de lutte contre la tuberculose.

POPULATION ETUDIEE ET METHODES: Enquéte entre-
prise du 2 avril au 31 juillet 1997 (grappes a stades mul-
tiples d’un échantillon aléatoire de 21960 sujets provenant
de 36 grappes choisies a I'échelle nationale). La vérifica-

tion des cicatrices de BCG et les tests tuberculiniques ont
é1é assurés pour les sujets dgés de 2 mois ou davantage.
Une radiographie du thorax a été faite chez les sujets de 10
ans ou davantage. Des échantillons d’expectorations ont
été recueillis chez les individus dont les clichés thoraciques
initiaux étaient anormaux, afin de déterminer la préva-
lence de la tuberculose contagicuse. Mycobacterium
tuberculosis a été mis en évidence par la technique de Kin-
youn modifiée pour recherche de Pacido-résistance des
bacilles et par la culture sur milieu de Loewenstein-Jensen,



RESULTATS : La prévalence de la TB pulmonaire active
a été de 42 pour mille habitants, La prévalence des cas a
culture positive et examen direct positif fut respective-
ment de 8,1 et 3,1 pour mille habitants. La prévalence
était similaire dans les zones urbaines ct rurales.

CONCLUSION : La morbidité tuberculeuse reste élevée. Si
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Pon tient compte des différences méthodologiques par
rapport i I'enquéte de 1981 3 1983, 1a prévalence de la
TB pulmonaire active est inchangée. Au cours de cet
intervalle de 14 ans, Pon n’a observé qu'une diminution
minime de 37% pour les cas A bacilloscopie positive et
de 25% pour les cas a culture positive,

RESUMEN

MARCO DE REFERENCIA: Filipinas es un pais en desar-
rollo en el que 1a tuberculosis (TB) sigue sncndo un prob-
lema significativo de salud piiblica.

OBJETIVO : Determinar la prevalencia de la TB para
establecer los objetivos del programa nacional de con-
trol de la TB.

POBLACION Y METODOS:Una encuesta en grupos de
miiltiples estados, en una muestra al azar de 21960
individuos obtenidos de 36 grupos de todo el pais, del 2 de
abril al 31 de julio de 1997. Se comprobé la cicatriz
de BCG y se efectud el test tuberculinico en las personas
de 2 meses de edad o mas, Se cfectud una radiografia de
térax en las personas de 10 aiios o mds. Se recogieron
esputos de los individuos que tenfan una radiografia
anormal para determinar la prevalencia de tuberculosis
bacilar, Se realizaron anjlisis de los frotis de esputos con

la técnica modificada de Kinyoun para la dcido-resisten-
cia y cultivo en el medio de Léwenstein-Jensen para do- -
cumentar la presencia de Mycobacterium tuberculosis.
RESULTADOS: La prevalencia de TB activa cra de 42
por 1000 habitantes. La prevalencia de cultivos positi-
vos y baciloscopias positivas fue 8,1 y 3,1 por 1000,
respectivamente. La prevalencia fue igual en las dreas
urbanas y rurales.

CONCLUSION : La morbilidad por TB permanece ele-
vada, Admitiendo las diferencias metodolégicas de la
encuesta de 1981 a 1983, la prevalencia de ia TB no ha
cambiado. Hubo solamente una disminucién minima
del 37% en los casos con baciloscopia positiva y del
25% en los casos con cultivos positivos en el intervalo de
14 aiios.




INT J TUBERC LUNG DIS 4(3):216-222
© 2000 IVATLD

BCG coverage and the annual risk of tuberculosis infection
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SUMMARY

SETTING: A prevalence survey of tuberculosis (TB)  among unvaccinated individuals. The prevalence rate
infection was undertaken in the Philippines, a develop-  was higher in males in both urban and rural areas. With
ing country in the Western Pacific region. both sexes combined, urban and rural communities had
OBJECTIVE: To determine the bacille Calmette Guérin  similar prevalence rates. In children aged 5-9 years, the
(BCG) vaccination rate, the prevalence of TB infection  prevalence rate was 16.1% (males 17.4%, females
and the annual risk of 'TB infection (ARTI). 14.9%), corresponding to an ARTI of 2.3% (males
METHODS: A nationwide stratified multi-stage cluster  2.5%, females 2.1%). _
survey of 21 960 individuals. BCG scar verification and  concLusiON: BCG coverage increased substantially
tuberculin test were performed on those aged =2  between 1981-1983 and 1997. The ARTI, however,
months. The ARTI was calculated using the prevalence  was virtually unchanged, indicating that morbidity due
rates of TB infection in children aged 5-9 years. to TB continued to be high.

RESULTS: BCG scars were noted in 66% of the study ~ KEY WORDS: Philippines; BCG; tuberculin test; preva-
population. The prevalence of TB infection was 63.4%  lence survey; annual risk of TB infection (ARTI)

TUBERCULOSIS remains an important public health  tuberculosis (TB) infection were determined. The
problem in the Philippines. A nationwide prevalence  annual risk of TB infection (ARTT), which is the prob-
survey was undertaken from 2 April to 31 July 1997  ability that a previously uninfected person will be
to measure the magnitude of the problem. Data infected during the ensuing period of one year,! was

‘derived from this survey were to be used as a basis for  determined from the prevalence of TB' infection in

setting realistic goals for a revised national tuberculo-  children aged 5-9 years. Comparisons with the find-
sis control programme. As part of the survey, cover-  ings of an earlier national prevalence survey in 1981-
age with BCG vaccination and the prevalence of 19832 were done, to assess any trends over the 14-
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year period; similar comparisons in terms of radio-
graphic and bacteriological findings have recently
been published.? .

MATERIALS AND METHODS

Study population and design

A stratified multi-stage cluster design was employed,
the three strata being Metro Manila, other urban
areas and rural areas. The estimated sample size was
21 600, comprising 36 clusters of 600 subjects each.’
At the first stage, five cities in Metro Manila, 10 prov-
inces in other urban areas and 21 provinces in rural
areas were selected by probability proportional to
size (PPS) method. From each of these, a municipality
was selected by PPS and from it a barangay (village)
was chosen, again by PPS. From each barangay, a
cluster of 600 subjects was selected by a random
process described in detail elsewhere.* The study
sample comprised 21 960 subjects: 3048 from Metro
Manila, 6111 from other urban areas, and 12 801
from rural areas.

Survey procedures

BCG coverage
Six teams undertook the survey during the period

April-July 1997. Subjects aged 2 months or older

were examined for BCG scars; the examiner inspected
the entire arm, including the deltoid area. The scar, if
present, was examined to determine if it had a glossy
appearance when reflected against any source of light
by gently pressing towards the centre using the thumb
and index finger. The number of BCG scars present
was noted. If a scar was present but did not possess
the characteristics of a BCG scar, it was not counted.

Tuberculin testing

Tuberculin testing was performed according to rec-

ommended procedures using 2 tuberculin units (TU)
of purified protein derivative (PPD) RT 23 with
Tween 80 purchased from Statens Serum Institute,
Copenhagen, Denmark.* Intradermal injections were
done during the house visits for registration of the
survey sample or during the cluster assembly. Excluded
from the test were individuals with fever, pregnant
women, and those subjects who had received live vac-
cines such as MMR (mumps, measles and rubella) or
oral polio vaccine in the preceding month.

The test was read 4872 hours after injection, If an
induration was present, its limits were determined. Its
widest transverse diameter relative to the arm was

measured using a small transparent 10 cm ruler and-

recorded in millimeters. The reading was made with-
out prior knowledge of the BCG status or radiologi-
cal or bacteriological examination results of the indi-
vidual, so as to avoid any bias.

Six readers measured the tuberculin test indura-
tions, one in each of the six survey teams. A standard
reader from the Department of Health (DOH) had
trained all of them prior to the start of the survey. To
assure quality of data, readings of field workers were
compared with those of the standard reader in 264
subjects during the field survey. The mean difference
of the readings was 0.15 * 2.7 mm which was not
significant (P > 0.1).

Annual risk of TB infection

The annual risk of TB infection (ARTI) was deter-
mined from the prevalence of infection (p) in children
aged 5~9 years who did not have a BCG scar, follow-
ing the method of Sutherland.! In brief, ARTI = 1 -
(1—p)¥m, where # is the average number of years of
the age-group studied; in this instance, n = 7.5.

RESULTS

Figure 1 shows the age-sex distribution of the study
sample. Males constituted 50.2% of the 21 960 indi-
viduals surveyed. Approximately half of the popula-
tion was aged under 20 years, including 27% who
were aged under 10.

BCG vaccination coverage

In all, 90% of individuals aged over 2 months were
examined for the presence of a BCG scar, i.e., 86% of
males and 92% of females (Table 1). The coverage
was highest in children under 14 years, and was
higher in rural areas (91%) than urban areas (88%).

Of a total of 19631 individuals examined, 66%
had a BCG scar (Table 1). The proportion was 70%
in infants aged under one year; it then increased with
age up to 10-14 years (81%) and declined thereafter.
Urban subjects had a higher coverage (69%) than
rural subjects {65%).

Deriving a criterion for tuberculosis (TB) infection

The histograms of the tuberculin test induration in
various age groups are presented in Figure 2. None of
them suggest a clear-cut anti-mode distinguishing the
uninfected from the infected. Consequently, a dis-
crimination type approach was employed to evolve a
criterion. The distribution of tuberculin test results
in a predominantly uninfected group of 1100 unvac-
cinated children aged under 10 years was compared
with that in a predominantly infected group of 386
unvaccinated subjects (of all ages) with radiographic
evidence suggestive of tuberculosis, and an optimal
cut-off point was determined such that the difference
between the two groups in the proportion infected
(employing this cut-off) was maximal. This was found
to be 7 mm, with the proportions infected being 17%
and 90%, respectively, a difference of 73%. It would
have been ideal to make the comparison with bacteri-
ologically confirmed cases who were unvaccinated,

RN SR O



218  The international Journal of Tuberculosis and Lung Disease

50-59
4049

8 Female

O Male

30.39 ﬂ

20-29 _

10-19. ‘_—‘

_———1

4

T

4 (]

1-9.
<t you
0 2

T T Y 1

8 10 12 14

Per Cent of Population

Figure 1 Age-sex distribution of the survey population.

but unfortunately the number of such cases was too
small.

Non-specific low-grade sensitivity to tuberculin re-
sulting from exposure to antigenically-related mycobac-
teria other than Mycobacterium tuberculosis (MOTT)
in the environment is a common phenomenon in trop-
ical countries.” This could lead to a misclassification of
uninfected individuals as infected if the cut-off point is
on the low side. It would therefore be prudent to make
some allowance for this when deciding on a criterion,
particularly since the observed prevalence of MOTT in
this study was appreciably high, at 31.9 per thousand.

Table 1 Presence of BCG scar and prevalence
and urban/rural population

Considering all the above aspects, it was decided that
an induration of 8 mm or more would constitute the
best definition of TB infection.

The distribution of tuberculin test results in 167 -
patients (with or without BCG scar) with culture-
positive tuberculosis was studied (Figure 3). The
mean tuberculin test induration size of these patients,
excluding one subject with 0 mm induration, was
15.24 mm = 3.75 mm. The lower 95% confidence
limit was 7.9 mm. This suggests that a definitely
infected individual would have an induration of at
least 7.9 mm, or approximately 8 mm.

of tuberculosis infection, by sex, age

BCG scar examination

Tuberculin test

Scar No. with Test Prevalence of
Eligible Examined present no scar done infection
Characteristic n %) (%) n (%) (%)
Sex
Male 10975 86 67 3080 77 67.0
Female 10912 92 66 3412 81 60.3
Age (years)
<1 496 92 70 137 37 7.8
1-4 2421 94 75 564 56 6.6
5-9 3065 94 80 555 79 16.1
10-14 2730 94 81 485 87 324
15-19 2259 87 80 395 80 50.8
20-29 3308 88 76 676 77 723
30-39 2936 90 70 784 81 81.3
40-49 1977 81 38 979 83 86.3
50-59 1179 85 22 769 85 84.3
60-69 867 89 13 662 87 774
=70 649 86 12 486 86 69.3
Area
Urban 9125 88 69 2467 78 62.2
Rural 12762 9 65 4025 80 64.2
Total 21887 90 66 6492 79 63.4
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Figure 2 Distribution of PPD induration in unvaccinated individuals in various age groups: 2a) 0—4 years; 2b) 5-9 years; 2c) 10~14
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Prevalence of tuberculosis (TB) infection

Among the

6492 who had no BCG scar, 3080 were

males and 3412 were females. A tuberculin test was

undertaken
of females)

in 79% of these (77% of males and 81%
(Table 1). Infants aged less than one year

ad the lowest coverage (37%), followed by those in

the age-group 1-4 years (56%), because many of
them were ineligible for PPD due to a recent intake of
oral polio vaccine.

Based on a cut-off of 8 mm, the prevalence of TB
infection in unvaccinated individuals was 63.4%. It
was higher in males (67.0%) than in females (60.3%).
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Figure 3 Distribution of PPD induration in patients with bac-
teriologically confirmed tuberculosis.

There was a tendency towards increase with age, the
highest being 86.3% in the age-group 40—49 years.
There was no difference in the prevalence between
urban (62.2%) and rural (64.2%) populations.

Annual risk of TB infection

The prevalence of infection in children aged 5-9 years
was 16.1% (17.4% in males and 14.9% in females).
This corresponds to an ARTI of 2.3% (2.5% in males
and 2.1% in females).

Comparison between the 1997 and
the 1981-1983 surveys

The age-specific prevalence rates of BCG vaccination
and TB infection in the present (1997) and earlier
(1981-1983) nationwide surveys23 are illustrated in
Figure 4. As a result of the expanded programme of
immunisation (EPI) in the Philippines, BCG vaccina-
tion coverage was substantially higher in 1997 than
in 1981-1983 (66.4% compared to 40.1%) (Table 2).
The improved coverage was very evident in children
younger than 10 years (Figure 4a), indicating a better
BCG immunisation programme in the preceding 10
years.

The age-specific prevalence rates of TB infection
were slightly smaller in the 1997 survey than in the
1981-1983 survey. at most ages (Figure 4b). How-
ever, the overall prevalence was higher in 1997
(63.4%) than in 1981-1983 (54.5%).2 This apparent
anomaly can be explained by differences in the age
distribution of unvaccinated individuals in the two
surveys. Because BCG vaccination coverage in chil-
dren increased considerably between 1981-1983 and
1997, the unvaccinated subjects in 1997 were much
older. Thus, subjects aged 30 years or more com-
prised 60% of the unvaccinated in 1997 compared to
only 42% in 1981-1983. Conversely, those aged 10
years or less comprised only 16% in 1997 compared
to 32% in 1981-1983. The standardised prevalence in
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Figure 4 a) Age-specific BCG coverage in 1997 and 1981-
1983. b) Age-specific prevalence of tuberculous infection in
1997 and 1981-1983, as assessed by nationwide tuberculosis
prevalence surveys.

1981-1983, using the 1997 population age-structure,
was 66.5%, which is very similar to the 1997 preva-
lence rate of 63.4%. The ARTI was 2.3% in 1997,
which is not very different from the rate of 2.5%
observed in 1981-1983.

DISCUSSION

BCG vaccination coverage has improved over the 14-
year period between 1981-1983 and 1997, as part of
the vigorous implementation of the EPI by the Depart-

Table 2 BCG coverage and prevalence of tuberculosis
infection in unvaccinated subjects in 1997 and
1981-1983 nationwide prevalence surveys

Outcome measure 1997 1981-1983

BCG coverage (%) 66.4 40.1

Prevalence of tuberculosis infaction (%)
in unvaccinated individuals

All ages ' 63.4 54.5 (66.5)*
Children aged 5-9 years 16.1 16.0
Annual risk of TB infection (%) 23 25

* Figure in brackets Is the estimated prevalence in 19811983, with the 1997
age-structure of the population.

-




A

BCG and ARTI in the Philippines 221

ment of Health. This was particularly true for chil-
dren under 10 years of age.

As a standard procedure, the prevalence of TB
infection is determined from the tuberculin test
results of unvaccinated individuals in the community.
There are a number of factors that could bias the
results of the tuberculin test. Inter-observer variation
from six tuberculin readers utilised in this survey due
to time constraints may have imposed limitations in
the homogeneity of the data. However, although
the field readers tended to over-read as compared to
the standard reader, the difference between their read-
ings was not significant. Non-specific reaction due to
the high prevalence of MOTT as well as the inclusion
of BCG-vaccinated subjects due to the possibility of
missed BCG scars could further confound the readings.

Furthermore, estimating the overall prevalence of
infection in the unvaccinated may give a distotted pic-
ture. Characteristics inherent in the unvaccinated
population, such as in this survey where the unvacci-
nated were older and consequently at greater risk,
could influence the estimated prevalence of TB infec-
tion in the community. Although the prevalence of
overall TB infection seemed higher in 1997 (63.4%)
than in 1981-1983 (54.5%), the two became similar
(63.4%, 66.5%) when the latter was standardised
using the age-sex composition of the 1997 population.

The criterion for TB infection was 8 mm indura-
tion in the 1981-1983 survey, in which 1 TU PPD RT
23 was used. As the 1997 survey employed 2 TU PPD
RT 23, a higher cut-off would have been expected.
However, it remained the same at 8 mm. This appar-
ent anomaly could be due to technical differences in
the two surveys. Additionally, a possible decreasing
potency of PPD RT23 through the years as reported
by other workers, despite claims to the contrary
from Statens Serum Institut,!° may account for this.

The magnitude of the tuberculosis problem in the
Philippines has remained virtually unchanged in the past
14 years. The ARTI, a measure of the burden of ill-
ness in the community, is practically the same in the
two surveys. The control programme for tuberculosis
in the past 14 years appears to have had little impact
on the ARTIL This is consistent with the meagre
decline in the prevalence of bacillary TB observed in
the 1997 survey as reported earlier.’

Case-finding and unsupervised short-course chemo-
therapy (SCC) for smear-positive and cavitary disease
and a standard regimen for smear-negative cases were
implemented nationwide in the Philippines in 1986,
At the evaluation of the programme in 1993,!! irreg-
ularities were noted in the drug supplies which led to
significant delays in the start of treatment as well as
lQW treatment coverage of infectious cases. The super-
vision methods of the programme were found to be
meffgctive, and there was a serious problem in case-

olding, This has led to an increasing pool of untreated
Patients effectively transmitting the disease. This is

consistent with an ARTI of 2.3%, indicating a high
rate of transmission of infection in the community.

Directly observed treatment, short-course (DOTS)
is a successful strategy utilised in a number of coun-
tries in the Western Pacific Region. DOTS was intro-
duced in the Philippines only in 1996.12 There was an
observed increase in the cure rate from 60%-80% in
the WHO-assisted pilot areas for DOTS.!3 However,
since many of the patients requiring treatment do not
utilise the government public health services, non-
governmental organisations and private physicians
play an important role in providing services for patients
with tuberculosis.!! Recruiting the private sector to
participate in the national tuberculosis programme
would greatly augment the on-going efforts of the
DOH in view of the limited government resources
available. It is anticipated that with private-public
collaboration in the implementation of DOTS in the
years to come, there should be a progressive decline in
the prevalence of tuberculosis in the Philippines
similar to that observed in Korea.4

CONCLUSION

BCG coverage has improved in the past 14 years. The
prevalence of TB infection and ARTI have remained
essentially unchanged since the 1981-1983 nation-

wide tuberculosis prevalence survey,? largely due to

the inadequacies of the national tuberculosis control
programme. DOTS, which will be implemented nation-
wide by the year 2001, has shown encouraging results
in pilot areas. This is anticipated to diminish the burden
of illness due to tuberculosis in the coming years.
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RESUME

€ADRE : Une enquéte de prévalence de I'infection tuber-
culeuse (TB) a été entreprise aux Philippines, un pays en
développement dans la région du Pacifique Ouest,
OBJECTIF : Déterminer le taux de vaccination par le
BCG (bacille de Calmette et Guérin), la prévalence de
Pinfection tuberculeuse et le risque annuel d’infection
tuberculeuse (ARTI).

METHODES : Il s’agit d’une enquéte par grappes a stades
multiples et stratifiée au nivean national concernant
21 960 individus. On a vérifié la cicatrice de vaccination
par le BCG et exécuté un test tuberculinique chez les
sujets dgés de 2 mois ou davantage. ARTI a été calculé

en utilisant les taux de prévalence de Pinfection tuber-

culeuse chez les enfants agés de 5 4 9 ans.
RESULTATS : On a noté des cicatrices vaccinales de BCG

dans 66% de la population étudiée. La prévalence de
Pinfection TB fut de 63,4% parmi les individus non vac-
cinés. Le taux de prévalence est plus élevé chez les hommes,
que ce soit en zone urbaine ou rurale, Pour les deux sexes
combinés, les taux de prévalence sont similaires dans les
communautés urbaines ou rurales. Chez les enfants dgés
de 5 3 9 ans, le taux de prévalence était de 16,1%
(17,4% chez les gargons et 14,9% chez les filles), ce qui
correspond 4 un ARTI de 2,3% (soit 2,5% chez les
gargons et 2,1% chez les filles).

CONCLUSION : La couverture par le BCG a augmenté de
maniére substantielle entre 19811983 et 1997. Toute-
fois le ARTI est resté virtuellement inchangé, ce qui
indique la persistance d’une morbidité élevée due 2 la

RESUMEN

MARCO DE REFERENCIA: Se levé a cabo una encuesta
de prevalencia de la infeccién tuberculosa (TB) en las
Filipinas, un pais en desarrollo en la regién del Pacifico
Occidental.

OBJETIVO : Determinar la tasa de vacunacién con el
bacilo Calmette Guerin (BCG), la prevalencia de la
infeccion TB y el riesgo anual de la infeccién TB
(ARTI),

METODOS : Encuesta nacional estratificada en conglo-
merados de 21 960 individuos, Se efectué la verificaciéon
de 1a cicatriz BCG y el test tuberculinico en las personas
de 2 0 mas meses de edad. E! ARTI se calculé utilizando
las tasas de prevalencia de la infeccién TB en nifios de 5
a 9 aiios de edad.

RESULTADOS : Se observaron cicatrices de BCG en el
66% de la poblacién estudiada. La prevalencia de la
infeccién TB fue del 63,4% en las personas no vacunadas.
La tasa de prevalencia fue mayor en los varones, tanto
en el irea urbana como rural. Combinando ambos
sexos, las comunidades urbana y rural tenian tasas de
prevalencia similares. En los nifios entre 5 y 9 afios
de edad, 1a tasa de prevalencia fue de 16,1% (varones
17,4%, mujeres 14,9%), correspondiendo a un ARTI de
2,3% (varones 2,5%, mujeres 2,1%).

CONCLUSION : La cobertura con BCG aumenté llamati-
vamente entre 1981-83 y 1997, El ART], sin embargo,
no cambié, indicando que la morbilidad debida a la TB
continiia siendo alta,




COUNTRY PROFILE

The Philippines

Overview of TB
control system

The central, regional, and provincial
governments in the Philippines each
have clearly delineated roles in de-
livering health care, The central level
of the NTP is responsible for overall
programme management including
the formulation of technical norms,
provision of technical support, and
drug procurement. Regional offices
coordinate with, and provide techni-
cal support to, provincial govern-
ments. Following a national
programme review conducted in 2002
by WHO and other partners, TB con-
trol in 2003 focused on maintaining
quality, on expansion of DOTS to the
remainder of the country, and on in-
volving other sectors in TB control.

Surveillance, planning,
operations

The notification rates of smear-posi-
tive cases and of all TB cases have
been falling at an average of 7% per
year since 1993. This rate of decline
is biologically plausible, but surpris-
ing in view of the fact that DOTS ex-
pansion began only in 1995, The
apparent trend in case notifications
therefore needs to be verified. The
smear-positive case detection rate by
the DOTS programme was 58% in
2002, but questions about the
dynamics of TB in the Philippines -
raised by observations on the notifi-
cation series - cast doubt on the
accuracy of this estimate. Treatment

“success in the 2001 cohort was 88%,

but 13% of patients completed treat-
ment without documented smear con-
version, and 6% defaulted.

TB first became a priority for the
national government in 2002, and the
first Philippine TB summit culminated
in the signing of the Comprehensive
and Unified Policy for TB Control in
the Philippines in 2003, As a result

|

of this policy, human resources for
management at the central level of
the NTP are sufficient. The number
of managerial staff has increased from
8 to 12, Capacity was also increased
regionally so that technical assist-
ance can now be provided by the cen-
tral level to provinces, and by
provinces to local government units.
World TB Day and Lung Month were
commemorated to increase political
commitment. An advocacy campaign
was launched in 2002, expanded in
2003, and will be continued in 2004
with new GFATM funding. The cam-
paign promotes ownership of the TB
problem by all sectors, including
health care workers and the commu-
nity, using social mobilization, com-
munity participation programmes,
and a multi-media approach to in-
crease local funding. Particular atten-
tion has been given to fostering
ownership in the most peripheral
administrative units, the barrangays.
The broad goal is to increase demand
for DOTS at all levels.
Implementation of an outpatient
benefit package for TB control
began in 2003, meaning that DOTS

treatment for TB is now a re-
imbursable benefit in a pilot public-
private financing scheme under the
national insurance plan (PHILHEALTH).
A PPM DOTS framework was devel-
oped, implementation of PPM DOTS
clinics began in 2003, and opera-
tional guidelines for both public-
initiated and private-initiated PPM
DOTS are expected to be finalized in
the first quarter of 2004. Funding for
PPM projects is through the GFATM
and the GDF. The Comprehensive and
Unified Policy for TB Control will help

to ensure adherence to the. DOTS

strategy by other public sector or-
ganizations including the Social In-
surance System, the Indigenous
Commission, and the Departments of
National Defence, Education, Interior,
Social Welfare, Labour, and Justice.
Medical education institutions began
to include DOTS training in their cur-
ricula in 2003.

Following decentralization, and
consistent with the expected shift in

- responsibilities, the provinces have

begun to make TB control a priority.
Training workshops that reinforced
new DOTS treatment guidelines were

GLOBAL TUBERCULOSIS CONTROL 99



y

THE PHILIPPINES

LATEST ESTIMATES? TRENDS 1999 2000 2001 2002
Population 78 580 228 DOTS population coverage (%) 43 90 95 98
Global rank (by est. number of cases) 8 Notification rate (all cases/100 000 pop) 196 158 139 151
Incidence (all cases/100 000 pop) 320 Notification rate (new ss+/100 000 pop) 99 89 77 83
Ipcidence (new ss+/100 000 pop) 144 Detection of all cases (%) : 62 50 44 47
Prevalence (ss+/100 000 pop) 224 Detection of new ss+ cases (%) 69 62 54 58
TB mortatity per 100 000 pop 57 DOTS detection of new ss+ (%) 19 46 54 58
% of adult (15-49y) TB cases HIV+ 0.4 | DOTS detection of new ss+/coverage(%) 45 52 56 59
% of new cases multi-drug resistant 3,2 | DOTS treatment success (new ss+, %) 87 88 88 —
Notification rate (per 100 000 pop) Notification rate by age and sex (new ss+)b
Notification (all cases) = 118 408 in 2002
600 100
~l— all m—
500 all cases 0 male
— sSt female
400
60
300
,)!.\L._. °
200
100 20
0= T I | | 0 7 T | | T 1
1980 1983 1986 1989 1992 1995 1998 2001 <15 <25 <35 <45 <55 <65 65+
Year Age group
Case types notified* DOTS progress towards targets?
DoTS non-DOTS j
85 & | |
29, 3% -
. new ss+ )
few ss- 8
ew ss-/unk g B 2002
new extra- a @ 2001
pulmonary . M 2000
relapse @ 1999
0
0 70
65 148 cases Detection (%)
Treatment outcomes®
DOTS (new ss+) non-DOTS (new ss+)
100% -
other®
85% Bl cefautted
failed
B e
. success
00/0
59 341 notified (2001)
55 402  used as denominator
Notes

ss+ Indicates smear-positive; ss-, smear-negative; pop, population; unk, unknown,

2 See Methods for data sources.

b The sum of cases notified by age and sex is less than the number of new smear-positive cases notified for some countries.
¢ Non-DOTS is blank for countries which are 100% DOTS, or where no non-DOTS data were reported.

4 DOTS progress towards targets: DOTS detection rate for given year, DOTS success rate for cohort registered in previous year.
¢ “Other” includes transfer out and not evaluated, still on treatment, and other unknown.
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Budget estimates, existing funding and budget gaps for fiscal year 2003, US$ millions

EXPECTED FUNDING
LOANS GRANTS

OVERNMENT

OTHER

NTP budget
Drugs
Dedicated staff working exclusively for TB control?
New activities to raise case detection and cure rates
Buildings, equipment, vehicles

All other line it

0.7

Costs not covered by NTP budget be
Hospltal stay
Cli isits for DOT and

'TOTAL TBCONTROL COSTS

— Indicates zero; NA, not available

2 There are 10 dedicated NTP staff at central level, At other levels dedicated NTP staff do not exist.

b WHO estimates, data not provided by the NTP

¢ Estimates differ from those in Global Tuberculosis Control 2003 due to a change in methods made possible by the ava1lab1hty of new data, See

Methods section for full details,

held at provincial tevel, though fol-
low-up is needed to ensure that the
training leads to better monitoring
and supervision. So far, it appears
that the guidelines have not been
fully implemented, and that training
for provincial and district staff has
been insufficient, Changes in local
government every 3 years have meant
that commitment to DOTS is fragile
at this level.

At provincial and municipal lev-
els, despite some increase in capac-
ity, the workforce remains inadequate
with about 20% of staff positions
unfilled. There is a high turnover of
staff caused by low salaries, over-
work, and frequent administrative
changes that lead to staff reorgani-
zation. Given that salary standardi-
zation does not allow sector-specific
raises, proposed solutions include
travel incentives and improved rec-
ognition of staff accomplishments.

The budget for anti-TB drugs was
recently shifted from the centre to
the regions. A private company was
to have implemented an efficient
drug procurement and distribution
system, but did not do so because of
contractual delays. Instead, drugs are
now being procured through a new
GDF mechanism, which has improved

delivery of all drugs, including 4-drug
FDCs.

A pilot survey to assess drug-

resistance began in 2002 with sup-
port from WHO and JICA, and this
survey was extended countrywide in
2003. New GFATM support that be-
came available in 2003 is allowing
continuation of a GLC-approved DOTS-
Plus project that was first established
in 2000 at the Makati Medical Centre
in metropolitan Manila with a cohort
of 200 patients. An additional 750
MDR-TB patients will be enrolled in
the project between 2003 and 2007,
The NTP is planning to expand DOTS-
Plus to 2 more centres in 2004, in
preparation for countrywide, commu-
nity-based implementation as part of
regular DOTS activities.

Diagnostic capacity is now sup-
ported by adequate staff. Partner
support was mobilized in 2003 to

- enable expansion of the QA system

and establishment of the laboratory
network. JICA, in collaboration with
WHO, is finalizing QA guidelines and
a manual, with plans for implemen-
tation across the country by the end
of 2005,

A national TB/HIV coordinating
body has been established. System-
atic testing of TB patients for HIV

does not occur yet, but there is a-plan
to establish a system and to inten-
sify the implementation of TB/HIV
collaborative activities. By 2004, the
NTP will be involved in delivery of
ART for HIV-infected TB patients.

Partnerships

Through creative use of partnerships,
the Philippines continues to be dy-
namic and flexible in adapting to the
changing health system following
decentralization, and in responding
to fluctuations in financial and hu-
man resources. PACT (Project Assist-
ance to Control TB) members, for
example, have helped to monitor
DOTS activities within, and outside
of, their catchment areas. PACT con-
tributed to establishment of the CCM
that was required by the GFATM, ena-
bling the Philippines more easily to
manage new funds, Overall external
technical collaborations are led by
WHO, and it is through close collabo-
ration between WHO and the Philip-
pines government that support for
partnership development has been
fostered. During the expansion phase
of DOTS now underway, technical
quality of services has been main-
tained through support from JICA,
USAID, the World Bank, World Vision
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Canada, Spain’s Medicos del Mundos,
KNCV, and CDC. In addition to the
technical and other support that they
provide, the main financial donors in
the Philippines are the World Bank,
CIDA, JICA, USAID, and the GFATM,

Partnerships within the country
have been facilitated by the forma-
tion of the Philippines Coalition
Against TB (PHILCAT), comprising
more than 50 NGOs and private sec-
tor groups that have worked together

to reach consensus on TB control,

especially in the private sector, and
to mobilize local resources. The DoH,
being part of PHILCAT, witl improve
private sector involvement in the
DOTS strategy by conducting a series
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of training workshops for private phy-
sicians to educate them about DOTS,
and to encourage referral of TB pa-
tients to public health centres and
public-private mix DOTS (PPMD) cen-
tres, PHILCAT members will also be
asked to participate in monitoring.

Budgets and

expenditures

NTP expenditure in fiscal year 2002
(from 1 January) was US$ 6.1 mil-
lion (US$ 53 per patient). Total TB
control costs (NTP expenditure plus
the cost of clinic visits not covered
by the NTP budget) can be estimated
at US$ 34.0 million, equivalent to
US$ 296 per patient. The NTP budget

for fiscal year 2003 was only slightly
higher than the budget for 2002, at
US$ 6.5 million, The NTP estimated
that they would treat 120 000 pa-
tients during this period, equivalent
to US$ 54 per patient. Most of the
budget was for drugs and new activi-
ties to increase case detection and
cure rates (primarily expansion of
PPM-DOTS). Almost all of the required
funding was available, mostly from
the government, with only a small
funding gap of US$ 0.3 million. If the
NTP succeeds in treating 120 000

_patients, then total TB control costs

would amount to around US$ 35.7
million in 2003, equivalent to
US$ 298 per patient.



